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HOSPITAL RECORDS PROVE 


THE VALUE OF “SPRING-AIR’ 





Spring-Air Assures “Controlled Comfort” 


“Controlled Comfort,” for every hospital 
patient, is assured with Spring-Air hospi- 
tal mattresses! Spring-Air spring construc- 
tion automatically adjusts to the weight 


of patient . . . conforms to, and supports, 
contours of the body—thereby aiding 
every patient, regardless of weight, in get- 
ting the best possible comfort and rest. 














IN ACTUAL USE FOR 10-12-15, EVEN 18 YEARS 
«++ IN OVER 2000 HOSPITALS 


Although no expense is spared in extensive research and fac- 


tory testing, Spring-Air does not rely on mechanical tests alone! 


The best evidence of Spring-Air quality, in every detail of de- 





sign and construction ... and of the preference which leading 


Every Spring-Air is made with the famous Karr 

innerspring construction, using as many as nine 

different type coils, each performing its own part 

in "controlled comfort” . . . assuring individual com- 
fort regardless of the sleeper's weight. 


hospitals have for Spring-Air Hospital Mattresses ... is the 
satisfaction and enthusiasm of hospital users through the 


years. (Names of long-term users supplied on request.) 






SPRING-AIR COMPANY 
DEPT. 414, HOLLAND, MICHIGAN 
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LINENS 


Every ward, every oper- \ 
ating room—every de- Y 
partment in the hospital 

—is a “showcase” for the 
laundry. Examine the 

linens in the “showcase” 

and you can determine the 
efficiency of the laundry. 

Is the linen supply adequate 
for all emergencies ...are linens 
bright, sweet-smelling, smoothly 
ironed . .. are towels and blankets 
soft, fluffy? If not, your laundry 
needs attention. Equipment may 
be worn... methods outmoded 


...machinery overworked, 
struggling to produce 
many more clean linens 
than can be turned out 
efficiently. 

Modern labor - saving 
equipment, with vastly 
improved efficiency and 

productive capacity, will assure 
a constant, adequate supply of 
finest laundered linens. Most im- 
portant, it will make real savings 
that show prominently on your 
“Operating Statement”.Our Laun- 
dry Advisor is ready to serve you. ° 


WRITE TODAY. 


Beautifully ironed uniforms for nurses at 260-bed Mercy Hospital, Toledo, 
Ohio, ure turned out at high speed on this modern Nurses’ Uniform Press Unit. 


The 
AMERICAN LAUNDRY 
MACHINERY COMPANY 


CINCINNATI 


LINENS 


12, OHIO 











In your Hospital .. . 
Do you have 
Personnel 


Problems? 
* 


Do you want location? 





¥ 


ME Le dy tie ee USION, Director 


Do you know 

the Famous Reasons Why 
WE may have 

the HOSPITAL personnel 
you want 

Os xs 
the Position You Want? 


You see, we have been in business for so 
many years ... are by far the largest place- 
ment bureau for hospitals in the world .. . 
solely because of the character, the learning, 
the understanding and the experience of the 
men and women whom we serve. 


Consequently, the boards of trustees, the 
physicians, the administrators and the directors 
of personnel in hospitals believe in us. . . 
and they Jean on us when they need personnel. 


They lean on us, have unquestioning faith 
in our recommendations to them . . . because 
when you register with us .. . in the MEDI- 
CAL BUREAU ... you also fill out an analysis 
sheet that enables us to fit you, a square peg 
into a square hole. 


And all that you tell we hold inviolate, 
in absolute confidence. 


Then, we can select and introduce you to 
those medical men and administrators in hos- 
pitals who need you .. . for tenure as physi- 
cians and surgeons, for administrators, scien- 
tists, executive and staff nurses, for dietitians, 
for every type of professionally trained hospital 
and medical personnel. 


So, we seek you. We ask for dependables, 
for thinkers, for workers, for understanding, 
pleasant folk . . . ask you to register with us; 
assuring you (in our turn) of our skills (and 
endless data) in finding the exact location 
you'd like . . . to give you certain contentment 
and security and opportunity. 


Write if you need such an assignment; 
write if you need such men and women. 




















ERE WE ARE in the midst of the 
H state and regional hospital con- 
vention season, when we get away 
for a few days to commiserate with 
our contempo- 
raries. This cus- 
tom is typically 
American, 
although why 
all of them are 
called conven- 
tions I don’t 
know. Some (not 
the hospitals) 
are mighty un- 
conventional. I attended the one- 
day Wisconsin convention in Mil- 
waukee, and was astounded at the 
large number who not only at- 
tended, but joined actively in the 
meeting. The audience was much 
larger than in some regional meet- 
ings I have attended. Those folks 
mean business. 

xx 


The Trustees took care of many 
items in their February meeting. 
More on this on other pages of this 
issue. One of the things I learned 
was that Stuart Hummel, of Joliet, 
Illinois, buys a subscription to Hos- 
PITALS each. year for the city editor 
of his local newspaper. That sounds 
like a good stunt to me. 


xx* 

Funny how things change. Not 
so long ago this time of year was 
known as the mastoid season. Now- 
adays that operation is a rare one, 
due to the use of penicillin. Also, 
due to that drug, pneumonias are 
scarce in hospitals, and stays are 
of short duration. And yet we keep 
busy. It seems as though other dis- 
eases replace those we conquer. But 
we are living longer—or most of us 
are—because of medical research 
and hospitals; and the greatest 
progress in that direction in recent 





years has been made in North 
America, where individual initia- 
tive still fortunately obtains. 

Strange that anything as evident 
as this is not appreciated by every- 
one. 

xk*kn* 

On March 16 and 17 nine of us, 
representing the Trustees, the Coun- 
cil on Administrative Practice and 
the Blue Cross Commission, met in 
Chicago to try to work out solu- 
tions to hospital—Blue Cross prob- 
lems, due to the phenomenal 
growth of Blue Cross and to in- 
creased costs of hospital care. All 
will be solved if we work together; 
and we have to work together if we 
are to preserve what the people of 
Canada and the United States have 
gained through Blue Cross. Just 
think what it would mean if we 
had compulsory insurance instead 
of voluntary--and guess who would 
be boss. 

xxx 

Four days were spent in Wash- 
ington, D. C. last month: One each 
on veterans’ relations, government 
relations, international relations 
and labor relations, and very few 
for me in domestic relations, hav- 
ing also had appointments in Bos- 
ton and Pittsburgh as well as in 
Texas. I met a lot of nice people, 
though. 

xxx 

I hope our student nurse recruit- 
ment program is successful. Your 
Association is doing this job prac- 
tically alone this year, but with the 
same tremendous help from the Na- 
tional Advertising Council as in 
past years. The gratuitous work of 
that council of advertising agencies 
means much to the people in many 
ways. But I think that each school 
can help itself to a large extent, 
and we are trying to help them do 
it. Full classes next fall will give 
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in the Kny-Scheerer 
Tradition 












@ With prophetic vision, those who have guided the 
destiny of Kny-Scheerer products have regarded 
“Service” as essential to professional good-will as 
the dependable quality of their surgical instruments. 
@ Service—in the Kny-Scheerer tradition, goes fur- 
ther than its general commercial implication. It is a 
willingness to assist the surgical dealer in obtaining 
what may seem unobtainable. No request from a sur- 
gical dealer is ever considered too small . . . no effort 
too great, if a service can be rendered to the surgeon 


and the hospital. 
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KNY-SCHEERER CORPORATION . 
483 First ee at -_ Street | : | New York 16, Ni ¥e 
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TO STOP 
INFECTION 
TOMORROW 


USE 
Diack Controls 
TODAY 


You can buy Diack Controls di- 

rect from the manufacturer (or 

through your dealer). Price $3.60 
per box of 100, postpaid. 





Diack Contot 


1847 North Main Street 
Royal Oak, Michigan 














all of 'tig.a big boost iiapitits, Hol- 
pitals apparently have to continue*;. 
to train also those who go into in- ° 


dustrial and public health nursing, 
government hospitals and doctors’ 
offices. This is no longer inexpen- 
sive either. It costs money to train 
a nurse. But all education costs 
money. We are just beginning to 
realize it, however. 

The recruitment drive is to be 
financed by $10,000 allocated by the 
Board of Trustees and by contribu- 
tions from schools of nursing. 
Schools will be asked to pay on the 
basis of students admitted in 1946, 
and $20,000 is expected to be real- 
ized from this source. All funds will 
be pooled in the Association’s Edu- 
cational Trust. 

kkk 

New York City uses tremendous 
quantities of rock salt on its streets 
to melt the snow and ice. During 
the past winter this salt has been 
tracked into our hospital. Salt is 
very useful on steaks and chops, but 
it certainly can raise hell with rub- 
ber floors. We will spend the spring 
getting them back in shape. 

kk 

Kind of early to be thinking of 
Christmas, (only about 200 shop- 
ping days left), but Ritz Heerman 
of the Movie City, tells me of a 
nice Christmas idea in his hospital. 
Surgeons and doctors like to give 
presents or money to various nurses 
and others with whom they have 
most to do during the year. This 
means that a few get many presents, 
and others get nothing. Out there 
the doctors contribute to a general 
fund. The hospital then matches 
such contributions and the fund is 
then divided among all ‘the help 
in the hospital. This is accom- 
panied by a nice Christmas letter 
telling of the doctors’ contribution 
and the matching of that amount 
by the directors. It reaches a siz- 
able sum and lets the workers know 
that they are appreciated. 

kk 

All of us are always mentioning 
that the costs we show do not in- 
clude depreciation of buildings and 
equipment. That is generally true. 
However, when we come to ask 
Blue Cross, workmen’s compensa- 
tion carriers or government depart- 
ments for costs, including such de- 
preciation, we fail to realize that, if 
and when we receive costs with de- 
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preciation included, we should 
place a part of such receipts in a 
sinking fund, or reserve, and not 
use it to cover-general expenses. In 
other words, it is wrong to collect 
for depreciation and then—when 
replacing buildings or equipment— 
ask for donations to cover the entire 
costs of such replacements. 

This involves quite a bit of good 
bookkeeping. I mention it because 
I believe few of us ever have 
thought about it or considered it 
as collecting twice for the same 
thing. 

I’d also like to bet that few of us 
include depreciation of nurses’ 
homes when we consider costs of 
schools. 

kkk 

It won’t be long now before all 
the legislatures will have adjourned 
and even Congress will be getting 
ready to go home. That time is 
what is known as the beginning of 
the American vacation period. 
Someone has said that if all the 
bills introduced in 1947 were used 
as wallpaper, they could cover all 
the ‘rooms in all the hotels in New 
York, “Chicago and Philadelphia 
and have enough left over to do 
the Pentagon. 

Not a bad idea. 

xx 

We're a little puffed up in my 
hospital because our government 
has selected two of our trustees to 
serve in the World Bank, one as 
president and the other as vice- 
president. The husband of one of 
the important members of our 
Women’s Advisory Board goes to 
England as ambassador. We lose 
three valuable workers (and they 
were most valuable) to the service 
of our country, all of whom are 
doing this at personal sacrifice. Our 
pride is some compensation for this 
loss. 

kk 

In many hospitals, it’s about time 
to get the lawn mowers resharp- 
ened and to buy fertilizer. In our 
large city there is little or no room 
for the loveliness of nature and its 
therapeutic properties. But they are 
putting out the geraniums on the 
window ledge across the street from 
my Office. 
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SMOOTH LABOR 


Demerol, the potent, synthetic analgesic, 
spasmolytic and sedative, relieves labor pains 
promptly and effectively without danger to 
mother and child. There is no weakening of 
uterine contractions, lengthening of labor, or 
postpartum complication due to the drug. 
Bad effects on the newborn are practically 
nil: no respiratory depression or asphyxia 
from too much analgesia of the mother. 
Simplicity of administration is another com- 
mendable feature. 





Available in ampuls (2 cc., 100 mg.); vials 
(30 cc., 50 mg. / cc.), 


EM EIRAOHE Linitins F 


HYDROCHLORIDE COMPANY, 


Brand of meperidine hydrochloride (isonipecaine) ee a 
ve ¥. 7 \ 





* 
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DEMEROL, trademark Reg. U. S. Pat. Off. & Canada 
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an illustrated circular in 
which is pictured the entire 
line of Hollister Birth 
Certificates. Other items 
of our setvice ate pictured 
and fully described. 
Items comprising the 
Hollister Birth Certificate 
Service are listed below: 


Hollister Quality 

Birth Certificates 
Frames for 

Birth Certificates 
Perfected 

Footprint Outfits 
Long Reach 

Seal Presses 
Graduation Diplomas 

for Schools of 

Nursing 
Stationery for 

Hospitals & Schools 

of Nursing 


k are mailing the file folder to 








all hospitals. If not received by your 
hospital, please write for it. 


Franklin C. Holst, 


538 West Roscoe St. 
CHICAGO 13 


Copy 
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. .. on Opening a School 
of Nursing in the Hospital 
With Fewer than 100 Beds. 











The Question—U nder today’s conditions, do you consider it wise 


for hospitals of fewer than 100 beds to open a school of nursing? 


ADEQUATE TRAINING IS POSSIBLE 


IN THE DEPRESSION era when we 
had millions of unemployed, hos- 
pitals were charged with exploita- 
tion of the student nurse as a 
source of cheap labor and conse- 
quently an overproduction — of 
nurses also unemployed. It was at 
this time that standards for nursing 
schools were raised to a point where 
many small hospitals found that it 
was uneconomical to operate a 
training school, and that graduate 


nurses were readily available. Many 


of these schools were schools in 
name only, and their passing has 
been for the benefit of the commun- 
ities they served. 


Under the present circumstances 
when hospitals throughout the na- 
tion are confronted with such an 
acute shortage of nurses that many 
are forced to curtail their services 
for want of nursing personnel, we 
might well consider the establish- 
ment of nursing schools in hospi- 
tals of less than 100 beds, provided 
the schools can meet the require- 
ments of their state boards. 


With a daily average of fifty pa- 
tients or more, with competent in- 
structors and supervisors, and giv- 
en good affiliation, it is possible to 
give adequate training in the small 
hospital. Under present conditions 
the expense to the hospital of main- 
taining a school of nursing is more 
than its finances will stand, and a 
part of the cost should be borne by 
the community, since the school is 
a public service. 


The small hospital draws its stu- 
dents from small communities in 
the area and provides many local 
girls, who might not have the re- 
sources for further education, with 
an opportunity for advanced train- 
ing. It would also assure the hospi- 


tal of a supply of nurses. The nurs- 
ing supply in the hospital would be 
more stable. 

The training of nurses in small 
hospitals would relieve the de- 
mands on the larger hospitals to 
whom they now must look for thei: 
graduate staff. 

Given a teaching staff and the 
proper facilities, student nurses can 
be trained in the small hospital 
to do adequate bedside nursing.— 
Stephen S. Brown, M.D., director, 
Maine General Hospital, Portland. 


PLANNING OF DETAILS 
NEEDED FOR SUCCESS 


UNDER TODAY’S CONDITIONS it 
would be wise for a hospital of 
fewer than 100 beds to open a 
school of nursing only under cer- 
tain conditions. ‘These are: 


1. If the hospital itself is of 
high caliber and is performing an 
important community service; 

2. If there are not already enough 
nursing school facilities to provide 
the nurses necessary for replace- 
ment and planned expansion of 
services in that community; 


g. If the hospital is ready to bear 
costs that will include adequately 
trained educational and super- 
visory personnel; 


4. If the hospital is ready to pro- 
die a real educational program for 
the students. 


If a hospital of fewer than 100 
beds is to have an all-inclusive, 
self-sufficient school, there probably 
should be not more than forty stu- 
dents enrolled. When there are that 
few in a three-year teaching pro- 
gram, it is likely to be quite an 
expensive proposition. 


In view of the costs of the labora- 
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Challenge 


Mass spread of diarrheal diseases 
of the newborn, potentially trace- 
able to inefficient and outmoded 
procedures and facilities designed 
to insure the sterility of foods and 
supplies, can be effectively reduced 

. often eliminated, with the new 


‘*American”’ developed 





Milk Formu 


PRESENTS A COMPLETE 
PROGRESSIVE ROUTINE 


Laboratory Service 


MEETS ALL CAPACITY NEEDS 
Units of equipment which include special 
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Provides unprecedented efficiency, speed and 


safety. Used containers and supplies, when re- 


turned to the clean-up room, are conveniently 
washed, aseptically conditioned for prompt 
delivery to the sterile Formula Preparation 
Room where formulas may be prepared and 
stored for use as required. 















Kg / 


bottle washing units, sterilizer-disinfectors, 
precision water sterilizers, work counters, 
storage cabinets, bottle warmers, portable car- 
riages and allied units are designed to accom- 
modate capacity requirements of from 72 
bottles per day up to unlimited needs. 


CONSULT OUR PLANNING SERVICE... 


staffed by able technicians thoroughly quali- 
fied to assist you in planning an installation 
best suited to your available facilities...a 
gratis service. 


wriTE Tobay for complete details 


AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 


le mors AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS ak 
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tory facilities needed, and the fact 
that their installation will mean 
a sacrifice of space usable for pa- 
tients at a time when the demand 
for space for patients is not being 
met, the hospital should think seri- 
ously of trying to make use of some 
other educational institution, such 
as a college or university or another 
already well-established school of 
nursing, preferably in its own com- 
munity, for its theoretical work. Or 
it might be wise to try to work out 
an affiliation with some larger 
school, so that the hospital would 
have to be personally responsible 
for only the clinical teaching, and 
not have to try to find that most 
elusive being—the proper instruc- 
tor for the science courses prelim- 
inary to the clinical courses. 


‘There is a certain something that 
the small school, especially if 
church connected, can do for the 
student that is sometimes very 
difficult for the larger schools to 
do. That is, the development of 
the individual student as a person. 
For some girls, even though they 
may have the potentialities of be- 
coming excellent nurses, the large 
impersonal school sometimes is not 
the right answer. They become con- 
fused and disheartened by the lack 
of personal attention and fail in 
work they could probably pass eas- 
ily under less formal and more in- 
dividualized circumstances. 


The most important argument 
seems to be that once students leave 
their home environment it is diffi- 
cult to attract them back into the 
more rural areas unless high pre- 
miums are offered. These place an 
unfair burden on patients in rural 
hospitals. One might argue that the 
additional cost is no more than 
the educational program might be. 
There are intangible values that 
the hospital receives in stimulation 
toward better work, however, that 
having alert students observing and 
learning naturally add. That should 
be kept in mind. 


It is essential to the whole na- 
tional medical program that hospi- 
tals not be completely centered in 
the large urban areas. It would 
seem in some instances, therefore, 
very important to try to provide 
training centers in areas where serv- 
ice is actually needed and provided. 


Hospitals in such areas might do 
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themselves and their communities 
a much needed service by opening 
schools for nurses, but only if they 
open good schools intended only to 
provide training for general duty 
nurses, and leave advanced train- 
ing to be obtained later in 
more highly specialized institu- 
tions.—Nellie Gorgas, director, St. 
Barnabas Hospital, Minneapolis. 


HOSPITAL’S SIZE. IS NOT 
THE PRIMARY FACTOR 


THis Is NOT a question to be an- 
swered quickly, prompted by per- 
sonal impulses or prejudices. There 
are far too many factors involved. 
I doubt seriously if anyone can in- 
telligently arrive at an immediate 
answer. 


The primary objective of a 
nurses’ training school is, of course, 
the education, the practical train- 
ing, the development of personality 
and the attitude of the student, in 
order that she may make the finest 
possible nurse. The services ren- 
dered the hospital during this train- 
ing period must be secondary in 
our consideration. 

‘The first factor involved, there- 
fore, is whether a small hospital 
possesses the essential factors that 
make possible the proper education 
and training of the student nurse. 
I know the general assumption is 
that the smaller hospitals cannot 
provide adequate training. I main- 
tain that size is not necessarily an 
accurate criterion of merit. Our 
smaller colleges have proved be- 
yond debate that size and efficiency 
are not synonymous. a? 


The acid test of any factory is its 
product. A college is evaluated by 
the character and efficiency of its 
graduates. Our nurses training 
schools must stand the same rigid 
test. The record of the training 
schools connected with the smaller 
hospitals in Ohio certainly justifies 
their existence. I am quite certain, 
however, that we cannot arbitrarily 
establish the general rule that all 
small hospitals can successfully op- 
erate training schools. ‘Too many 
factors other than the size of the 
institution must be taken into con- 
sideration.‘ 

The nature and the need of the 
community in which the: hospital 
is located, the diversified type of 
patients treated therein, the ade- 
quacy of its facilities, the willing- 








ness of the more able staff physi- 
cians to accept the responsibilities 
of instruction, the satisfactory affili- 
ations for courses the hospital is no: 
prepared to offer, all vitally affect 
the possibilities of a successful 
school. 


Even though all the above con- 
ditions are satisfactory there still 
remains a second vital factor in the 
realm of economics. The continu- 
ous upward trend of salaries, the 
constantly increasing cost of main- 
tenance, books, uniforms and other 
items of expense accruing from a 
training school together with a de- 
creased enrollment present a unit 
cost per student that must be reck- 
oned with, particularly by the 
smaller hospital. Emergencies, how- 
ever, sometimes force even econoni- 
ics into the background. Existing 
conditions indicate that hospitals 
may have no alternative but the 
training of their own nurses. 


Who is wise enough to answer? 
I feel that the board of trustees to- 
gether with the administrator olf 
any given hospital must decide the 
issue in the light of all the existing 
facts which relate to their particu- 
lar community, ever bearing in 
mind that a poor training school 
may prove to be worse than no 
school at all. — George L. Losh, 
managing director, Robinwood 
Hospital, Toledo. 
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The lengths they'll go to — 


Just to prove SAFTIFLASK SOLUTIONS safe! 


Take it from us! Pyrogens in Saftiflask Solutions don’t stand 
the chance of a snowball in—well—when the Cutter testing 
staff gets rolling. 





They’ve rigged up every conceivable test to rule out any 
solutions that could cause reactions, Tests for aerobic and 
anaerobic contamination—for molds—for chemical identity 
and purity. Then they shoot ’em into rabbits, to make sure 
every batch is reaction-free. 


They’re never satisfied — these sons of a Missouri mule. 
Someday, they say, they’re going to hatch the test that proves 
solutions perfect. Meantime, they promise you Saftiflask 
Solutions as safe as a biological lab can make them. 


Add to such safety the convenience of Saftiflask technic, and 
you have the ideal I. V. setup for your hospital. 
Completely assembled, Saftiflasks require only 
injection tubing to be ready for smooth, trouble- 
free administration. But see Saftiflasks in 
action to prove it to yourself. Your Cutter 
representative will be glad to demonstrate. 


CUTTER LABORATORIES 


BERKELEY, CALIFORNIA - CHICAGO * NEW YORK 































Si ernie From Feadquarters 


ALONG THE WASHINGTON FRONT 


SINCE IT WAS ESTABLISHED in 1943, 
the Association’s Washington office 
has had one change in name, one 
change in location, several changes 
in personnel, but no change in its 
primary duty. That duty is to give 
service to the American Hospital 
Association, to state hospital asso- 
ciations and to member hospitals. 

Today’s Washington Service Bu- 
reau (it was called the Wartime 
Service Bureau until 1945) is a two- 
way contact between the govern- 
ment and hospitals. It functions 
under the supervision of the Coun- 
cil on Government Relations. 

From all branches of the govern- 
ment—legislative, executive, judici- 
ary—come the laws, orders and deci- 
sions. First these are sifted and 
judged for importance. Digests of 
the important matters are referred 
to the hospital administrator for 
his own use. The interpretation 
may be a bulletin, letter, speech, 
telephone conversation, telegram, 
news summary or article. Each at- 
tempts to help the administrator 
keep posted on matters that affect 
his hosptial’s activities. 

The process also works in re- 
verse. From the hospitals directly, 
or from Association studies, the 
Washington Service Bureau gets the 
information on hospital experi- 
ences that government, and some- 
times voluntary agencies, want and 
need. These experiences are turned 
into the reports and recommenda- 
tions that these same agencies can 
use as a guide in shaping programs 
that will affect hospitals. 

Transition: During the war many 
government orders were issued to 
help hospitals. Sometimes these 
came about because the Associa- 
tion, through the Service Bureau, 
requested assistance. Sometimes 
they were voluntary decisions by 
government agencies. Each time the 
needs of hospitals were pointed out. 

Now, changes affecting the bu- 
reau’s day-to-day activities are tak- 
ing place. The federal government 
is dropping its war-born agencies. 
It draws away from priorities and 
allocations programs. As the gov- 
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ernment swings from the urgencies 
of war it becomes more concerned 
with the total problem of medical 
and hospital care for all the people. 
No matter what legislative pattern 
is chosen—assistance for everyone, 
assistance for those who cannot pay 
their own way or assistance for 
increasing medical and _ hospital 
facilities_the government becomes 
more deeply involved. 

The Washington Service Bureau 
then must follow closely the state 
and federal legislation that seeks to 
expand medical and hospital care. 
It must follow legislation that af- 
fects hospitals’ positions as non- 
profit service organizations in their 
communities. It must help to make 
present health care programs func- 
tion better. 

Because the bureau is concerned 
with legislation, the Board of Trus- 
tees, on the recommendation of the 
Council on Government Relations, 
has directed George Bugbee, execu- 
tive director of the Association and 
Albert V. Whitehall, director of the 
Service Bureau, to register with 
Congress. Last year’s Congressional 
Reorganization Act requires all per- 


sons to register if their activities 
directly or indirectly influence leg- 
islation. The board did not feel 
that the bureau’s activities implied 
lobbying, but took the step to 
“avoid possible confusion.” 

The Staff: Three staff members 
carry out the bureau’s major actiy- 
ities. Three others assist with the 
details. There is no sharp line that 
points out where one stops and the 
other takes over. 


ALBERT V. WHITEHALL is director 
of the bureau. He took charge when 
J. Russell Clark, the original di- 
rector, resigned last summer to be- 
come administrator of the Brooklyn 
(N.Y.) Hospital. Mr. Whitehall is 
the federal-state legislative author- 
ity, secretary of the council and the 
intermediary between the council 
and government agencies. 

When Congress gets a bill that 
would affect hospitals or hospital- 
ization, Mr. Whitehall compares it 
with official Association policies. 
He then assists the council and 
other officers of the Association in 
outlining the testimony which may 
be given for or against the bill. 

When a law (such as the Hill- 
Burton Act) is passed that requires 
special state legislation, he works 
with other groups in preparing 
model laws that are forwarded to 
state hospital associations for their 
use. The bureau, under his direc- 





SINCE August 15, 
1946, the bureau has 
occupied the third 
floor at 1834 K Street, 
N.W. The new office 
is three blocks west of 
the old bureau loca- 
tion. It is still conve- 
nient to major hotels. 
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His hospital crowded 

to capacity from 

dawn to dawn, the 

hospital superintend- 
ent carries an ever-increasing responsi- 
bility to the community. That’s why these 
busy executives rely more and more on 
the complete service brought them by 
American Hospital Supply. 


American is not only the Number One 
source for hospital supplies, delivering 
with speed and efficiency normally more 
than 8,000 items. Also it provides practical 
consultation and knowledge, valuable in 


FIRST NAME tN 
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approaching every hospital problem... 
particularly today’s programs for building 
and expansion. 


Behind the American representative are 
his company’s years of experience serving 
thousands of hospitals. He can sit in your 
conference room and make important sug- 
gestions that save time and money. 

Because American’s business life has 
been spent in planning for the hospital, 
you can “Plan with American” safely and 
advantageously. Any inquiry sent to our 
home office, Evanston, Illinois, will be 
referred to our branch nearest you. 
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tion, serves as a clearing house for 
information on the progress of leg- 
islation in the states. In this capac- 
ity he is also called on to analyze 
and comment on state legislative 
proposals. He gives technical assist- 
ance to state hospital association 
officers in drafting their own. pro- 
posals. 

Other state and federal programs 
get his attention. Examples are: 
Workmen’s compensation laws; 
state and federal social security 
laws; grants-in-aid programs; pur- 
chase of hospital service by govern- 
ment. He often discusses these top- 
ics On programs at state association 
meetings. 

As secretary of the council he as- 
sists Chairman John N. Hatfield in 


developing the material necessary 
for discussion by the council and its 
committees. 

Da.tas G. Sutton, Rear Admiral 
(Ret.) MC, USN, deals in policy 
and coordination attempts. His ti- 
tle is director of study of govern- 
ment hospital relations. In carry- 
ing out his duties he draws on past 
experiences with other government 
agencies at the time he was helping 
to shape medical care programs for 
the Navy. 

Dr. Sutton keeps in close touch 
with government administrative of- 
ficers who direct the programs bear- 
ing on civilian interests. He is seek- 
ing to develop plans that will 
strengthen the integration of gov- 
ernment and civilian programs so 





Eligible: Hospital accountants or bookk 


A CALENDAR OF ASSOCIATION INSTITUTES 


A calendar of forthcoming Association institutes including dates, places and 
eligibility rules follows. Each institute is limited in attendance and persons 
completing each institute will be awarded a certificate. 


*Institute on Basic Accounting and Business Office Procedures: Chicago 


pers, other persons working in hospital business of- 





Association or employed by a pital 
or the Hospital Association of Pennsylvania. 





the 
membership in the 


personnel responsibility. 


or the Hospital Association of Texas. 


fices, and administrators. Registrants must be either personal members of the American Hospital 
Association or employed by hospitals having institutional membership in the Association. 


*Institute on Hospital Purchasing: Philadelphia 
Eligible: Persons having administrative positions in the hospital or having all or part of the 
purchasing responsibility. Registrants must be either personal members of the American Hospital 
d h holding membership in the American Hospital Association 


**Institute on Hospital Pharmacy: Chicago 
gy oem The applicant must be a member of the American Pharmaceutical Association and 

merican —t of Hospital Pharmacists, or must be employed by an institution holding 
merican Hospital Association. 


*Institute on Hospital Personnel Management: Houston, Texas 


Eligible: Persons paving administrative positions in the hospital or having all or part of the 
egistrants must be either 
Association or employed by a hospital holding mem 


April 14-18 


April 14-18 


May 19-23 


May 26-30 


ne members of the American Hospital 
ership in the American Hospital Association 





**Institute for Nurse Anesthetists: New Orleans May 26-30 

Eligible: Nurse anesthetists. Registrants must be members of the American Association of Nurse 
Anesthetists or personal members of the American Hospital Association or be employed by 
hospitals having institutional membership in the Association. 


**Institute for Medical Record Librarians: Denver June 9-13 


Eligible: Medical record librarians, other persons employed in medical record departments 
and administrators. Registrants must be members of the American Association of Medical Record 
Librarians, or personal members of the American Hospital Association, or be employed by hos- 
pitals having institutional membership in the Association. 


*Institute on Hospital Public Relations: Princeton, N. J. June 9-13 


Eligible: Administrators, public relations directors or other personnel certified by the ad- 
ministrator as concerned with hospital public relations. Registrants must be either personal 
members of the American Hospital Association or employed by a hospital holding membership 
in the American Hospital Association or the New Jersey Hospital Association. 


** Institute on Organization and Operation of Hospital Food Service: 
*** Ann Arbor, Mich. June 23-27 
Eligible: Administrators, assistant administrators and dietitians. Registrants must be either per- 
Pe: members of the American Hospital Association or employed by hospitals having institutional 
membership in the Association, or an instructor in Institution Management in a university or college. 


***Institute on Hospital Planning: Chicago August 18-22 


Eligible: Hospital officials who have had no previous experience with hospital construction 
projects. Registrants must be either personal members of the American Hospital Association 
or affiliated with a hospital holding membership in the American Hospital Association. 


For Information Address: 
*Council on Administrative Practice, American Hospital Association, 18 East Division Street, 


Chicago 10. 
**Council on Professional Practice, American Hospital Association, 18 East Division Street, 


Chicago 10. 
*e*Counell on Hospital Planning and Plant Operation, American Hospital Association, 18 East 
Division Street, Chicago 10. 








that they will meet the needs of 
both groups. 


Up to this time a large pari of 
his time has been given to study 
of the Veterans Administration 
program, with a view toward mu- 
tual cooperation. He also reviews 
programs with other agencies such 
as the Public Health Service, the 
Children’s Bureau, the Federal Se- 
curity Administration, the armed 
services and the Federal Board of 
Hospitalization. He reports his 
findings and opinions to the coun- 
cil and Association staff members. 


BREMEN I. JOHNSON reports for 
HospitTats the incidents, the deci- 
sions, the plans and the progress 
that make news from Washington 
and New York. Sometimes this 
means interpreting official reports 
and directives. Sometimes it means 
going out and finding the details. 
He also participates in writing the 
bureau’s bulletins and releases. He 
must make sure that necessary de- 
tails are included and that words 
convey the thoughts behind them. 


Other Services: Important miscel- 
laneous services round out the bu- 
reau’s program. There are letters 
daily from individual hospital ad- 
ministrators requesting assistance 
or specific information. Arrange- 
ments for council and committee 
meetings in Washington are made. 
Magazines and newspaper corre- 
spondents seek information. After 
the Hill-Burton Act was passed, 
many legislators called the bureau 
for a summary of how the program 
would be carried out in their states. 
More recently Bulletin No. 71 on 
the same subject was reprinted in 
full in the Congressional Record as 
part of a senator’s appeal for ade- 
quate health legislation. 

Finally there are some requests 
that cannot be answered: Will you 
recommend—a hospital, a doctor, a 
nurse? 


Advance Schedules 
On Calendar 

Beginning with this issue, the cal- 
endar of Hospital Association and 
Allied Meetings (page 6) will carry 
notices of 1948 meetings as they are 
received at headquarters. This is 
being done in order to aid state 
officers in avoiding overlapping o! 
schedules. 
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THUS WE FUMBLE IN OUR 
TEACHING METHODS 


DUCATIONAL EFFICIENCY in hos- 
E pitals depends on sound plan- 
ning by people who know how and 
what to plan, on good organization, 
on competent teachers and on ade- 
quate follow-through. 

Because our methods have not 
been concise, there has been a great 
deal of fumbling and wasted effort. 
This has been largely the result of 
improper guidance or total lack of 
guidance. 

There isn’t a single job or group 
of jobs in a hospital in which per- 
formance and efficiency can’t be im- 
proved by constructive planning, 
proper organization, good teaching 
and good supervision. In some in- 
stances we are training people for 
the life long practice of a profession 
or vocation. In other instances we 
must train people largely so that 
they may be efficient workers while 
they are parts of our organizations. 
We must develop the attitude that 
no matter whether we are training 
aman to be an accomplished sur- 
geon or a dietary employee to be a 
good pantry maid, the job is worth 
doing well. 


From a paper given at the convention of 
National Association of Methodist Hospi- 
tals and Homes of the Methodist Church, 
Chicago, February 12-13. 
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FRED G. CARTER, M.D., FACHA 
SUPERINTENDENT, ST. LUKE'S 
HOSPITAL, CLEVELAND 

The responsibility of training 
men and women to practice the 
various specialties of the medical 
field is one that hospitals have ac- 
cepted in the past and one which 
they must accept in greater measure 
in the future if the country is to 


hhave capable practitioners. There 


is no other place to train them. 

We have accepted this assign- 
ment with varying degrees of en- 
thusiasm in the past. In many situ- 
ations, if not in most of them, a 
hit-or-miss apprentice system has 
prevailed. Much apprentice time 
has been wasted because of poor 
planning. Definite curricula have 
not been set up and followed and 
this means that course content has 
not been studied carefully, has not 
been properly evaluated and prop- 
er plans have not been formulated 
to insure uniform, well rounded 
training. 

All these trainees have studied 
the basic sciences of medicine and 
have been given an introduction to 
clinical medicine as medical stu- 
dents, but we haven’t arranged to 
carry them forward as systemati- 


cally as we might into the practical 
applications of their knowledge to 
clinical problems and techniques. 

To do this job creditably and 
efficiently, we need good teachers 
and sound planning. The war ef- 
fort demonstrated clearly that a 
great deal of time could be con- 
served and a better end result in- 
sured through well conceived, prop- 
erly organized instruction effort. 

Perhaps it won’t be out of place 
for me to call attention at this point 
to what I conceive to be the out- 
standing weakness in all university 
and advanced teaching. This is the 
employment of teachers who are 
ill-prepared or not prepared at all 
for teaching responsibilities. No 
matter how clever a man may be as 
a clinician or a researcher, he is not 
necessarily a good teacher of clin- 
ical medicine. Even if he is a rea- 
sonably good teacher, I have every 
reason to believe that he would be 
a better one if he had something 
more than a speaking acquaintance 
with pedagogical method. 

I have often wondered why a 
university will insist that its stu- 
dents who would teach in the pri- 
mary and secondary schools must 
pursue certain courses which fit 
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them to do creditable work in their 
teaching field, yet when it comes to 
selecting for their own faculties 
they sometimes throw almost all 
pedagogical requirements out the 
window and select men with re- 
search talents. Many of these are 
totally incompetent as teachers. 

The good teacher is accorded 
little or no recognition in compar- 
ison with the faculty member who 
has been able to contribute some- 
thing in the way of research to his 
field, yet the well qualified teacher 
probably could stimulate more 
worthwhile research among his stu- 
dents than he himself could ever 
accomplish as an individual. Our 
medical specialty boards are much 
more inclined to stress periods of 
service in their requirements for 
board recognition than they are to 
emphasize quality and efficiency of 
teaching and details of course con- 
tent. 


Hospitals long have accepted the 
responsibility of training nurses 
and must continue to do so. Basic 
studies may be conducted else- 
where, but here again as in medical 
circles the applications of knowl- 
edge to disease conditions must 
take place among concentrations of 
those who exemplify the condi- 
tions studied. 

Something seems to have gone 
wrong in this sector, however. Our 
pursuit of efficiency in nursing edu- 
cation will be fruitless until we 
identify and correct conditions, 
whatever they may be, that are 
responsible for young women fail- 
ing to enter our schools and for 
graduates abandoning their profes- 
sion. 


Considerable Unrest 
I am revealing no secret when I 
say that there is a_ considerable 
amount of unrest and dissatisfac- 
tion-among the nursing groups. As 
a result hospitals all over the coun- 
try are floundering badly and the 
general public is in danger of hav- 
ing its refuges in times of illness 
deteriorate and finally disintegrate. 
Quality of medical care is threat- 
ened at the very time when the 
medical profession has brought its 
greatest achievements into action 
to combat ill health and disease. 
The methods of medicine have 
become so complicated, however, 
that they cannot function satisfac- 


34 












QUOTE: 


‘There is no good rea- 
son why the nursing serv- 
ice of hospitals can’t be 
decentralized.” 











torily without the great teams of 
assistants that have been developed 
in and around hospitals. Nursing 
represents a serious bottleneck in 
these developments at the present 
time, and thus far none of us ap- 
pears to have been successful in 
putting our fingers on the real trou- 
ble. 

I don’t believe that nurses them- 
selves have been able to completely 
clarify their own thinking on the 
reasons for their unhappiness in 
hospital work. 

Silent About Reasons 

Many simply insist that they will 
not work in hospitals, but keep 
their reasons pretty much to them- 
selves. Some maintain that hospi- 
tals are not in tune with the times. 
Higher salaries cannot be consid- 
ered the only solution to the prob- 
lem, because much higher salaries 
than were formerly paid have not 
in many instances resulted in bring- 
ing nurses back into the hospitals. 

Personnel policies of hospitals in 
general have been criticized, and 
not without reason, yet the policies 
criticized do not appear to me to 
be the real sources of disaffection 
and dissatisfaction. Institutions that 
have been most liberal in respect 
to such policies have fared little 
better than many of those that have 
been less generous. 

What then are the sources of irri- 
tation that we are overlooking? I 
don’t claim to have all the answers, 
but, after more than 25 years of 
experience with nurses and nursing 
problems, I do have a few suspi- 
cions. 

Nurses do not differ much from 
other humans. Over the years I 
have found them willing to cooper- 
ate. Given any kind of fair break, 
they get along well with people, 
they are good sports when the going 
is hard as it often is in hospitals, 
they are unselfish for the most part, 
they are willing to carry their fair 
share of the load, and more, they 


accept responsibility better than 
most people. In general they are 
kind, considerate and thoughtful in 
their relationships with their fellow 
humans. 

Above all things I think they 
want to be recognized as individu- 
als, and yet this is the thing that 
they say little or nothing about. 
Unfortunately, however, when some 
of them achieve this recognition 
they forget that others are still seek- 
ing the things which they sought 
and obtained. 

Not so many years ago hospitals 
operated under three main execu- 
tives: The superintendent, the su- 
perintendent of nurses and the 
housekeeper. Since that time the 
superintendent has become a coor- 
dinator, and the housekeeper’s dut- 
ies have been distributed among 
several department heads. But the 
responsibilities of the superintend- 
ent of nurses not only have not 
been diminished in any way—they 
have actually increased with the in- 
creasing complexities of hospital 
operation. 


Unfair Distribution 


In most hospitals this executive 
is responsible either directly or in- 
directly for the performance of 50 
per cent or more of the personnel. 
The remaining 50 per cent are re- 
sponsible to anywhere from 10 to 
20 executives in the better than 
medium-sized hospitals. I hold that 
this isn’t a fair distribution of hos- 
pital responsibility. 

It is my impression that turnove1 
in superintendents or directors of 
nursing has been very high in hos- 
pitals all over the country, but | 
must confess that this is a casual 
rather than a trué statistical obser- 
vation. We have permitted these 
women to carry loads of responsi- 
bility which make their positions 
practically untenable for any length 
of time. 

While it is true that responsibil- 
ities of the superintendent of nurses 
can be delegated, the resulting re- 
moteness of the line officer from 
her personnel is bound to lead to 
certain difficulties, particularly 
when the same conditions do not 
prevail in any other department o! 
the hospital. 

As a perfectly natural result ol 
this organizational defect, tensions 
have been growing between nursing 
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personnel and nursing executives. 
Busy with more responsibilities 
than they can handle satisfactorily, 
it would not be at all surprising if 
nursing executives should be ac- 
cused of being short tempered and 
dictatorial. 

In some instances nurses appear 
to be reluctant to discuss their trou- 
bles with nursing executives, saying 
that they are rebuked and censured 
if they so much as raise their voices 
in criticism of the official regime. 
Some of these grievances probably 
are more fancied than real, but 
they do exist. 

Too many nurses come to look 
upon themselves as mere robots in 
the organizational machine with 
little or no opportunity to give 
expression in their work to their 
own individualities. I can’t be con- 
vinced that nursing executives are 
entirely responsible for such con- 
ditions where and if they do exist. 
In my opinion the system rather 
than the individuals is at fault. 

What can be done about it? 
There is no good reason why the 
nursing service of hospitals can’t 
be decentralized. The mere fact 
that an’ employee happens to be 
a graduate nurse certainly does not 
mean that she must come under 
the administrative supervision of a 
superintendent of nurses. 


Logical Choice 


Operating, delivery and_ recov- 
ery room personnel take most of 
their orders from medical person- 
nel connected with those services. 
The medical anesthetist might be 
a logical choice to head up these 
activities. Outpatient departments 
probably would function more 
smoothly with all responsibility 
centering in the director of that 
department, thus relieving the 
nursing employees of dual respon- 
sibility to the director of the de- 
partment and the superintendent 
of nurses. 

Central supply services might 
function more satisfactorily if in- 
tegrated with a professional supply 
department under the direction of 
a competent pharmacist. The nurs- 
ing education function is of enough 
importance to justify independent 
departmental status with the un- 
derstanding that all departments 
must cooperate in the teaching pro- 
gram of nurses. 
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QUOTE: 


“IT sometimes wonder 
how most of us would re- 
act to entry into a profes- 
sion if we knew in advance 
that, not only while we 
were students but for ever 
after, we would be respon- 
sible to our own or some 
other school head . . .” 











Such arrangements would leave 
the restricted field of floor nursing 
care to a director of nursing care 
who need carry no other responsi- 
bility except that of coordinating 
with the nursing school in the 
training of students. 

I sometimes wonder how most of 
us would react to entry into a pro- 
fession if we knew in advance that, 
not only while we were students 
but forever after, we would be re- 
sponsible to our own or some other 
school head—as long as we elected 
to remain in hospitals that had 
schools of nursing directly connect- 
ed with them. 

In all other walks of life we look 
forward to the day when we can 
close the books on the formal edu- 
cational phases of our lives and 
step out to try our own wings, use 
our own ingenuity, develop our 
own ideas, personalities and char- 
acters. None of us who have any 
ambition at all desire anything so 
much in life as the opportunity to 
be constructive, to create, to give 
expression to our own individual- 
ities. 


Decentralize Nursing 


Isn’t it logical to assume that 
nurses resent the omnipresent veto 
power of the same person or her 
counterpart throughout their lives? 
Decentralization of the nursing 
function in hospitals would tend 
to relieve this situation. 

Nursing was born of military 
necessity, and the whole history of 
nursing has been tinged with the 
spirit of militarism; yet the aims 
and purposes of no two organiza- 
tions could possibly be more dia- 
metrically opposed than are those 
of nursing and the military. 








Isn’t it time that our hundred- 
year-old traditions gave way to the 
saner concept that modern health 
care is essentially a matter of civil- 
ian teamwork rather than battle 
array. Nurses, too, want job satis- 
faction. They want to feel that they 
are helping in more than a me- 
chanical way in the solution of 
problems incident to the care of 
the sick. They would like to parti- 
cipate in committee deliberations 
and policy making which, directly 
affect their work. They want to feel 
that they are a real part of the 
health team, rather than just cogs 
in the machinery. 

Other things that nurses resent 
bitterly but quietly are the bad 
manners and general boorishness of 
some members of the medical pro- 
fession who regard themselves as 
something sacrosanct and who 
think that nurses and other per- 
sonnel who assist them with their 
work may be kicked around and 
abused with impunity. 


Respect for Majority 


I have a high regard for a vast 
majority of my confreres of the 
medical profession, but I have no 
respect whatsoever for this small 
minority of self-anointed prima 
donnas who may think that they 
advance in their profession through 
crushing others down. 

The sooner medical staff officers 
of hospitals whittle these recalci- 
trants down to proper size and in- 
still in them the necessity of treat- 
ing their co-workers with respect, 
consideration, courtesy and com- 
mon decency, the sooner will we 
have happier relationships, better 
working conditions and probably 
more nurses in our institutions. 
This fire has been smoldering for 
years and should be quenched once 
and for all. 

Educational efficiency will come 
only when deficiencies of the exist- 
ing system and organization are 
corrected. The foregoing _ para- 
graphs point out some of the pos- 
sible weaknesses that may exist in 
our programs for training doctors 
and nurses. If it is agreed that these 
criticisms are ‘valid, then it should 
be obvious that their correction 
offers a point of departure for the 
improvement of our educational 
programs for the two groups in- 
volved. 


35 




















An All-Out Effort to 
REC 








HE DRIVE TO ENROLL 48,000 stu- 
jie nurses by fall of this year 
got under way March 10 with the 
start of a series of national radio 
spot announcements. At the same 
time the first literature designed to 
help individual hospitals plan and 
carry out their campaigns was 
mailed from Association headquar- 
ters. 

This year’s recruitment drive en- 
compasses all employers of nurses. 
Hospitals with schools of nursing, 
other hospitals and all employers 
of nurses are being invited to par- 
ticipate. The utilization of nation- 
al publicity is intended to supple- 
ment and strengthen the individual 
drives conducted by local hospitals. 

The 1947 campaign, approved by 
the Board of Trustees in February, 
was started after an Association sur- 
vey reported a total nurse shortage 
of about 100,000 and a_ hospital 
shortage of about 75,000 nurses. Ac- 
cording to the survey, schools of 
nursing enrolled 13,000 fewer stu- 
dents than desired in September 
1946 classes. The total number of 
freshmen students in 1946 was 
about 31,000—approximately 40 per 
cent less than the 1945 total of 51,- 
ooo freshman students. 

As one of its public service pro- 
grams, the Advertising Council, 
Inc., of New York City, has agreed 
to cooperate with the Association 
in preparing material for the drive. 
This means that radio time, dis- 
play advertising and assistance in 
writing copy for local and national 
advertising for the cost of paper, 
printing and mailing will be pro- 
vided. 

The following national projects 
are under way: 

National radio spot announce- 
ments, which began March 10, were 
to continue for several weeks and 











RUIT 48,000 


® National Broadcasts 

® Local Radio Programs 
® National News Releases 
® Local News Releases 











more radio time will be requested 
later in the year. The Advertising 
Council is to prepare sample radio 
messages for use in local stations. 
Suggested methods for obtaining 
local radio time can be secured by 
hospitals on request. 

A series of sample newspaper ad- 
vertisements, accompanied by 
special suggestions for their use, 
were to be distributed to hospitals 
with schools of nursing some time 
in March. Hospitals and newspa- 
pers may receive these mats without 
charge upon request. 

A national survey is being con- 
ducted by Seventeen, a girls’ maga- 
zine. The survey will attempt to 
determine the number of girls be- 
tween the ages of 15 and 18 who 
are interested in nursing, the num- 
ber planning to enter the field and 
the general reactions to nursing as 
a career. Another national maga- 
zine that reaches women’s club pro- 
gram planners was expected to 
carry the story of nurse enrollment 
in its April issue. 

Forty-five thousand window dis- 
plays are to be exhibited in stores, 
banks and postoffices during July 
in both urban and rural commun- 
ities. The posters probably will be 
available at the end of this month 
to individual hospitals wishing to 
display them. 

Buses and streetcars will carry 
70,000 cards in July designed to in- 
terest girls in nursing. Car cards 
were considered one of the most 
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effective means of recruiting cadet 
nurses. 

The Advertising Council will ad- 
vise and assist in preparing talks 
that can be given before high 
school classes. Such contacts are be- 
lieved to be an important way of 
reaching large groups of potential 
student nurses. 

A kit of publicity materials for 
individual hospital use, special bul- 
letins and letters are being pre- 
pared for use in the intensified lo- 
cal programs. 

A national recruitment commit- 
tee has been appointed by the As- 
sociation to work on the drive. Mil- 
dred Riese, R.N., superintendent 
of Children’s Hospital, Detroit, and 
first vice president of the Associa- 
tion, is chairman. Miss Riese for- 
merly was cadet nurse recruitment 
officer. Committee members in- 
clude: Leo M. Lyons, director of 
St. Luke’s Hospital, Chicago; Ver- 
onica Miller, R.N., superintendent 
of Henrotin Hospital, Chicago; the 
Rev. John W. Barrett, director of 
Catholic Hospitals for the arch- 
diocese of Chicago and a member 
of the Board of Trustees, and 
Charles A. Lindquist, superintend- 
ent of Sherman Hospital, Elgin, Il. 

The committee will compile ma- 
terial to be used in presenting 
reasons for choosing nursing as a 
career and will suggest methods of 
presenting those reasons to girls 
who may be interested in entering 
nursing. ‘The committee also will 
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outline how these ideas may be pre- 
sented most effectively to particu- 
lar groups that may be instrument- 
al in directing potential students 
to schools of nursing. 

From week to week throughout 
the drive, information prepared 
with specialists’ help will be sent to 
schools of nursing. This informa- 
tion will: 

—outline speeches and methods 
of approach to high school groups, 

—organize recruitment for hos- 
pitals in cities having more than 
one school of nursing, 

—attempt to enlist the support 
of civic groups, 

—stimulate enrollment through 
establishment of scholarships, 

—make school of nursing litera- 
ture more attractive, 

—supply possible answers to ques- 
tions that arise in enrolling 17-year 
olds, 

—submit typical press releases. 

The Association’s Board of Trus- 
tees has allocated $10,000 for use 
in the recruitment campaign. In 
addition all hospitals with schools 
of nursing will be asked to con- 
tribute financial aid on the basis of 
their freshman student enrollment 
in 1946. 

Other organizations interested in 
solving the problem of nurse short- 
ages have been invited to support 
the program. Asked to cooperate 
were: The American Nurses As- 
sociation, National League of Nurs- 
ing Education, National Organiza- 
tion for Public Health Nursing, 
American College of Surgeons, 
American Medical Association, 
American Red Cross and some of 
the national foundations and gov- 
ernment agencies. Each participat- 
ing group will appoint a represent- 
ative to serve on the national re- 
cruitment committee. 















































































cB en PHILOSOPHY OF management 
control through carefully organ- 
ized leadership is being applied to 
hospital administration at St. Vin- 
cent’s Hospital by way of a seven- 
point program. 

Control is the key problem in 
all management today. In every 
business, no matter how perfect a 
product or how well financed an 
organization may be, if it is not 
under good control it will soon lose 
any advantage it may have and no 
longer be a going concern, 

Just as an airplane in flight must 
be under continual control to keep 
from crashing, so a hospital as a 
going concern must be under ef- 
fective contro] to keep going and to 
perform its proper function. With- 
out good administrative control a 
hospital with the best equipment, 
good financial support or an out- 
standing medical staff cannot pro- 
vide good patient service. 

All management is learning to- 
day that it can no longer make arbi- 
trary decisions and expect them to 
be carried out. There are too many 
interests that must be consulted 
in any decision. There are employ- 
ees, customers, stockholders, other 
business men, all of whom may 
have some interest in a_ specific 
problem. These interests can be 
molded into a pattern of action 
only by administrative leadership, 
not by authoritarian direction. 
Leadership assumes the loyalty and 
willingness of followers, not the 
fear and automatic obedience of 
subordinates. 

Hospital administrators, while 
directing their attention to the care 
of the patient, cannot ignore their 
own employees, the medical staff, 
relatives and visitors, or the public 
in general. These people look to 
the administrator for leadership. 
His techniques of control cannot 
use the authoritarian approach, but 
they can be effective through a 
pattern of leadership control. 

There are numerous devices of 
control, developed by leadership- 
minded management, that can be 
adapted to hospitals. These devices 
form a pattern of developing the 
administrator’s sensitivity to the 
problems of others in the hospital, 
and the understanding of hospital 
problems by all departments. Lead- 
ers and followers must have a mu- 
tuality of understanding and a 
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THE TECHNIQUE 


working consciousness of the think- 
ing of each other. This understand- 
ing is conducive to an intelligent 
leadership and the loyalty of those 
who are led. 

We are using some of these con- 
trols at St. Vincent’s Hospital and 
they give promise of improving our 
administrative management. They 
are not startlingly new or unusual, 
but they fit into a pattern of admin- 
istrative leadership. 


I. ORGANIZATION CHART 

The first thing we did was to 
draw up an organization chart. 
This is a fundamental tool in the 
management of any business. Our 
chart is like a map of the personnel 
of the hospital. Before a program 
of control can be planned, the or- 
ganization which is looking to the 
administrator for leadership must 
be known and understood. 


J. DON MILLER JR. 


ASSISTANT ADMINISTRATOR, ST. VINCENT'S 
HOSPITAL, INDIANAPOLIS 


To draw up an_ organization 
chart is not easy. Many relations 
between individuals or depart- 
ments need to be clarified. In our 
case some department heads under- 
stand for the first time the exact 
functions for which they are re- 
sponsible. For example: The house- 
keeper, not the  chief-engineer, 
should supervise the elevator oper- 
ators; the surgical nursing super- 
visor, not the director of nurses, 
assigns staff nurses in the surgery. 

After a good bit of discussion and 
consideration our organizational 
chart was completed. The chart 
was printed, and a copy was given 
to each department head for ready 
reference. It is well for such a chart 
to be framed and placed for handy 




































































































PERSONNEL in each department meet monthly to hear about current policies and decisions. 
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THE ADMINISTRATOR need not be expert in all 


technical aspects of operating a hospital, but 
he must be skilled in the guidance of those 
employees who will handle these matters. 


reference on the wall of each de- 
partment office. We now are using 
this chart daily to guide the assign- 
ment of special duties, the referral 
of any complaints and the respon- 
sibility for departmental control. 
As a map of our hospital organiza- 
tion, it will need revision when 
organizational changes are made. 
It must be kept up to date, or it 
will quickly lose its value. As a 
first step in administrative control 
it is essential. 


II, DEPARTMENT HEAD MEETINGS 

In an application of the organi- 
zation chart, we instituted regular 
monthly meetings of all depart- 
ment heads to improve the inter- 
departmental relations and to ex- 
tend a clearer understanding of the 
basic principles of our hospital 
activities./In the first meetings of 
this group we discussed the broad 


OF LEADERSHIP | 


general problems of hospital opera- 
tion and made it a point to write 
out the fundamental objectives of 
the hospital and of each depart- 
ment. It has been valuable to get 
these policies written down so that 
we all can see them and understand 
them. 

In the program of improving our 
administrative control, this meeting 
of all department heads is impor- 
tant to reassure us that all under- 
stand and are working together on 
the same basic policies. Now the 
administrator is not so likely to be 
embarrassed by a patient or doctor 
reporting an inconsistency in a 
basic policy as applied by two dif- 
ferent departments. 

Ill, DEPARTMENTAL MEETINGS 

As an extension of this meeting 


of department heads, each depart- 
ment has a meeting of its entire 
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COOPERATION. on the same basic policies is assured through meetings of department heads. 





personnel once a month. At this 
time information, decisions and 
policies presented at the meeting of 
department heads are to be carried 
down to each member of every de- 
partment. In this way the admin- 
istrator is only one step removed 
from direct contact with each per- 
son in the hospital. ‘This is proving 
to be a valuable method of improv- 
ing our administrative leadership, 
for it gives the rank and file a 
clearer picture of general hospital 
policy. 

Departmental meetings also give 
department heads an opportunity 
to improve their leadership and 
control over their specific depart- 
mental affairs. In these groups 
people take time from their reg- 
ular tasks to meet with their super- 
visors and to consider matters af- 
fecting the whole department. 
Problems requiring group attention 
can be considered, and improve- 
ments made. These meetings are a 
method of enabling the department 
head to tap the infinite resource of 
ideas, suggestions and criticisms of 
people who work in the hospital. 
We want them to feel that they 
have a stake in our business and 
that we can use their ideas. We 
want them to know in a concrete 
way that their leaders are sensitive 
to their problems and their ideas. 


IV. ADMINISTRATIVE 
COMMITTEE 

In order to assist the administra- 
tor with advice and information on 
detailed items in the vperation of 
the hospital, we have developed a 
weekly meeting of seven key people 
in the hospital who make up an_ 
Administrative Committee. The 
group is composed of the key de- 
partment. heads who are respon- 
sible for the actual operation of the 
hospital/ It includes the chief en- 
gineer, chief dietitian, medical 
record librarian, the director and 
assistant director of nurses, and the 
business manager. 

This group brings up problems 
of day-to-day activities for the ad- 
ministrator’s information and de- 
cision. The meeting is in the nature 
of a weekly report to the adminis- 
trator of ,hospital operations. In 
this way, we are trying to deal with 
problems before they get too big 
and too difficult to handle. Matters 
such as fire prevention arrange- 
ments, cafeteria serving hours, ap- 
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plication of personnel policies on 
vacations, holidays, or working 
hours to certain groups or individ- 
uals, visitor regulations, conserva- 
tion of hospital supplies—all these 
are problems for discussion and rec- 
ommendation by this committee. 

The administrator is given a 
closer control over hospital activ- 
ities by this weekly consultation 
and exchange of ideas. We have 
the meeting regularly. It is a meth- 
od of keeping matters from being 
delayed, overlooked or defaulted. 
Leadership demands action and de- 
cision, and in our case this action 
or decision is never delayed longer 
than a week. 

In these three types of meetings 
—department head, departmental 
and administrative—we are trying 
to develop a leadership and an 
understanding of that leadership. 
We are seeking to promote a mutu- 
ality of interest and an effective 
way of communicating ideas up to 
and down from the administrative 
level. We are also using at the same 
time that great device of group 
thinking to develop new and con- 
structive ideas and to gain accept- 
ance of these ideas as they are put 
into action.‘An average adminis- 
trator using the collective reason- 
ing and understanding of such 
groups is far more effective as a 
leader than a brilliant manager 
making decisions and developing 
ideas in isolation. 


V. JOB ANALYSES 

In seeking means to improve our 
personnel control we started a pro- 
gram of job analysis. We wanted to 
study each job objectively and en- 
tirely independent of the person- 
alities involved, We planned to 
analyze each job from the. point of 
view of organizational relationship, 
job content and job evaluation. 
We entered upon the program by 
having each employee fill out a 
questionnaire about his own job. 
We wanted to begin at the very 
source of job information and get 
the raw data from each person. 

As the questionnaires were re- 
turned one of the first items to at- 
tract attention was the irregularity 
of supervision and organizational 
responsibility in the case of a num- 
ber of people working in isolation 
or in small detached groups. Some 
nurse aides, dietary maids, janitors 
and office clerks were not sure who 
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was their supervisor. We have en- 
deavored to correct these situations 
and to place each job in its proper 
relation on the organization charts. 
It is important for each person to 
know clearly who his boss is. These 
questionnaires had the value of 
checking and correcting our organ- 
ization charts down through each 
department. 

This job information survey also 
brought out numerous details 
that needed attention such as ir- 
regular hours, inadequate working 
supplies, poor housekeeping and 
telephone abuses. These were de- 
tails that received attention, there- 
by eliminating minor irritations 
which frequently grow into more 
serious difficulties. 


VI. JOB EVALUATION 

From the data procured in our 
job analysis we developed a job 
evaluation program. Our job and 
salary administration had grown 
over a period of years, embodying 
many ideas and concepts which 
needed reinvestigation. It is of the 
greatest importance that all jobs be 
thoroughly studied and impartially 
measured by objective factors so 
that there may be a fair and honest 
ranking of jobs. 

In any group of working peo- 
ple comparisons are constantly be- 
ing made by individuals, between 
their own jobs or salaries and the 
jobs or salaries of others in their 
own or another departnfent. Such 
comparisons often lead to errone- 
ous impressions which serve as the 
basis for grievances or misunder- 
standings. These grievances must 
be answered honestly and_ truth- 
fully. Truth is the best antidote to 
misunderstanding. For an adminis- 
trator to be open, frank and honest 
in answering such questions, he 
must be sure that his job and salary 
structure is reasonably fair and cor- 
rect and will withstand the in- 
quiries and questions ‘of others. 

We used the factor comparison 
method in evaluating our jobs. We 
selected a series of eighteen factors, 
assigned weights to each factor, and 
then evaluated the jobs in terms of 
these standards. Every job in the 
hospital was measured, except those 
of doctors, administrator and busi- 
ness manager. This included all the 
service, clerical and_ professional 
jobs with the above few exceptions. 
We now have a numerical evalua- 







tion of practically all the jobs in 
the hospital from the chief enginee: 
to the laundry shake-out. We now 
have a more objective method o|! 
determining why one job is more 
important than another. 

We have converted these job 
evaluation results into a salary 
bracket schedule which we are ap- 
plying in our salary administration. 
This job evaluation program is the 
key to control over our job and 
salary administration. It is a tool to 
give the administrator confidence 
in a sound job and salary adminis- 
tration and it is a means of control 
over labor costs’ which are more 
than 50 per cent of our total oper- 
ating costs. 


VII. FINANCIAL CONTROL 

In addition to personnel con- 
trols we are beginning to apply 
some tools of financial control to 
our administration. We are estab- 
lishing a budget for the separate 
operating departments of the hos- 
pital and will follow this up with a 
beginning cost analysis program. 

These techniques will be used to 
furnish more detailed and accurate 
information to the administrator 
on hospital operations. They will 
also serve as standards and guides 
for department heads. From them 
the administrator will procure the 
accurate information that a leader 
should have. Such controls will also 
demonstrate to others, notably de- 
partment heads, their participation 
in the leadership of the hospital. 

Modern hospital administrators 
in their efforts to develop effective 
management must understand their 
obligation of leadership and the 
types of controls it requires. The 
position of administrator is essen- 
tially one of personnel leadership. 
The administrator need not be an 
expert in the technical aspects of 
finance, in building construction 
and maintenance, or in medical 
science, but he must be skilled in 
the leadership and guidance of 
people who will handle these mat- 
ters. He must develop in himself 
the qualities of leadership, and he 
must develop in his organization 
controls which guide that leader- 
ship and give it a sensitivity to the 
problems and interests of all those 
who look to him for leadership. 

We at St. Vincent’s Hospital are 
trying to develop administrative 
policies along this line. 
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WELL TRAINED GROUP of intra- 
A venous therapists offers the 
modern hospital many advantages 
as well as the opportunity to im- 
prove its efficiency. To obtain these 
benefits, the progressive hospital 
must standardize equipment and 
techniques used for intravenous 
therapy and organize an_ intra- 
venous therapy section. 

These are essential requisites 
that make the intravenous admin- 
istration of crystalloid solutions, 
blood, blood fractions and antibi- 
otics in solution, the safe thera- 
peutic measures they are today. It 
is an established fact that the inci- 
dence of untoward reactions is re- 
markably low in those institutions 
where intravenous therapy is super- 
vised and administered by highly 
trained technicians. The increasing 
use of intravenous fluids such é 
physiological saline, dextrose in 
saline or distilled water, plasma 
fractions, whole’ blood, derivatives 
of amino acids and solutions con- 
taining sulphonamides or penicil- 
lin, has created a new field of thera- 
peutics which demands the full- 
time attention of a highly trained 
group. 


Began During War 


Hartford Hospital has instituted 
a six-months training program for 
intravenous therapists. Training 
and experience is offered in man- 
agement of a blood bank, and in 
the techniques involved in the 
preparation and administration of 
agents intravenously. Wilmar M. 
Allen, M.D., director, has given his 
wholehearted support to the organ- 
ization of this section. During the 
war, the shortage of interns made 
it necessary for the hospital to train 
graduate nurses in this work. The 
successful results of this novel pro- 
grain have led to its continuance 
and expansion in peacetime. 
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INTRAVENOUS THERAPY 


Is Work for Nurse Spectalsts 


AUDREY D. LONDON, R.N. 
HEDWIG T. BYSTROWSKI, R.N. 


AND 


CHARLES M. BARBOUR, M.D. 
DEPARTMENT OF ANESTHESIOLOGY 
HARTFORD (CONN.) HOSPITAL 


The chief of anesthesiology, 
Ralph M. Tovell, M.D., and the 
chief pathologist, Ralph E. Ken- 
dall, M.D., were named co-admin- 
istrators of this new subdivision. 
Dr. Kendall is responsible for the 
grouping and cross-matching of 
donors and recipients, while Dr. 
Tovell is responsible for the prep- 
aration and administration of flu- 
ids in addition to the donation, 
preservation and administration of 
blood. 

Highest standards of perfection 
must be maintained at all times in 
the cleansing and sterilization of 
equipment, selection of blood don- 
ors, grouping and cross-matching of 
donors and recipients, preservation 
of blood, administration of fluids 
intravenously and the management 
of complications. Therapists must 
be on the alert constantly in check- 
ing the names of donors and recipi- 
ents in order to avoid the tragic 
complications that result fram 
errors. Since the therapist is aware 
of the numerous incompatibilities 
of the various blood groups, it is 
not uncommon for her to prevent 
serious, even fatal, complications 
from occurring. 

It is well recognized that the 
management of the blood bank 
should be in the hands of experts. 
Since blood banks, the center of 
the intravenous therapist’s activ- 
ities, have become an integral part 
of larger hospitals, the nucleus of a 
section on intravenous therapy al- 
ready exists. This greatly facilitates 
the organization of an expanded 
section. 

To be eligible for this specialized 





work in hospital therapeutics, an 
applicant should be a_ registered 
nurse - whose ability, congenial per- 
sonality and technical aptitude are 
recognized. During apprenticeship 
the future therapist is familiarized 
first with the activities and manage- 
ment of the blood bank, the center 
of the section’s essential work. 

After a period of observation 
during which she becomes ac- 
quainted with the routine and 
equipment, the prospective thera- 
pist is given detailed instruction in 
the fundamentals that must be 
followed. She is impressed by the 
importance of taking a brief but 
pointed history from all would-be 
donors in order that their selection 
will be done judiciously. 


Learn Techniques 
The trainee receives instruction 
in the meticulous techniques em- 
ployed in typing and cross-match- 
ing not only the usual blood groups, 
but the sub-groups,! about which 
the practicing physician has difh- 
culty in keeping his knowledge up . 
to date. The significance of the Rh 
factor must be understood thor- 
“SBughly by the technician who is 
called upon to administer blood in 
emergencies. The accepted tech. 
nique for drawing and admingstef- 
ing blood is demonstrated, and the 
importance of maintaining uni- 
formity of technique is explained. 
Methods designec¥for the preser- 
vation of blood consist of carefully 
collecting the blgpd in an efficient 
anti-coagulant, and preserving the 
mixture in temperatures of 4 to 6 
degrees centigrade. Although this 
may seem very simple in principle, 
successful results depend upon fol- 
lowing sterile precautions during 
the collection and preservation of 
the blood. 
Frequent inspection of the stored 
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HIGHLY trained technicians 
are becoming increasingly im- 
portant as modern medical and 
surgical treatment demands 
judicious use of intravenous 
fluids. At Hartford (Conn.) 
Hospital a 6-month program 
offers training in the manage- 
ment of a blood bank and 
preparation and administration 
of solutions intravenously. To 
be eligible for this specialized 
work in hospital therapeutics, a 
- candidate should be a regis- 
tered nurse having a technical 
aptitude and recognized ability. 





blood is necessary in order to de- 
tect signs of hemolysis. Because py- 
rogenic impurities due to faulty 
cleansing and inadequate steriliza- 
tion of apparatus are responsible 
for febrile reactions, too much at- 
tention cannot be paid to the train- 
ing and supervision of intravenous 
therapists. Not only must the strict- 
est sterile precautions be followed 
during the collection of blood from 
donors and its subsequent admin- 
istration to recipients, but careful 
attention also must be paid to 
avoid too vigorous splashing and 
frothing. 

The most efficient preservative 
agent is cold, but its efficiency is 
reduced greatly unless there is ade- 
quate control of the refrigeration 
unit. Frequent checks must be 
made in order to be certain that 
correct temperatures are main- 
tained at all times, and that defrost- 
ing is carried out periodically. Al- 
though it is possible to store blood 
as long as two months with only a 
minimal degree of hemolysis ap- 
pearing, preserved red blood cells 
should not be considered function- 
ally equivalent to fresh cells after 
20 days storage. 
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The accurate checking of all 
written requisitions for transfu- 
sions with the donor’s slip and the 
recipient’s chart is another must. 
In order that all fluid therapy will 
be administered judiciously, it is 
good insurance to have the thera- 
pist thoroughly acquainted with 
the therapeutic indications for the 
use of the many and varied types 
of solutions now employed. 

The individual therapist spends 
many hours in the central steriliz- 
ing and supply departments, and 
she has ample time to realize that 
this section should be entrusted 
only to highly trained personnel. 
The great care with which equip- 
ment for intravenous therapy must 
be cleansed and sterilized assumes 
real meaning after she has become 
familiar with the signs, symptoms 
and the necessity for prompt recog- 
nition and treatment of untoward 
reactions. 

Among the numerous advantages 
of having a section on intravenous 
therapy is the amount of time 
saved. By synchronizing — their 
working schedule with that of the 
daily nursing routine, all elective 
intravenous therapy on a given 





floor is administered within the 
same period. Provided that all the 
elective transfusions and other in- 
travenous fluids are given on sched- 
ule by the therapist, one nurse can 
supervise several of these patients. 
On the other hand, haphazard ad- 
ministration requires the attention 
of one nurse for each successive 
patient receiving such therapy. 

The routine is this: The charge 
nurse notifies the intravenous sec- 
tion that there are patients on 
Ward “A” who are to receive fluid 
therapy. She knows that the ther- 
apist will be around as scheduled, 
making it possible to plan that par- 
ticular patient’s nursing and ther- 
apeutic schedule for the day. Post- 
operative patients and those requir- 
ing emergency treatment receive 
prompt attention. When there are 
patients requiring special attention 
—such as those in shock or diabetic 
coma, and those for whom intra- 
venous sulphonamides or penicillin 
have been ordered—this section as- 
sumes even greater importance. 

In the event of major disasters— 
such as the Hartford circus fire— 
experts in the technique of veni- 
puncture can give attending physi- 
cians invaluable assistance. In the 
management of patients with ex- 
tensive burns, or in the treatment 
of severe shock, it is common to en- 
counter great difficulty in perform- 
ing venipuncture. The presence of 
well trained therapists, who are 
accustomed to performing femoral 
venipuncture, may be the factor 
that will swing the battle for life in 
favor of the patient. 

The intravenous administration 
of any solution, drug, blood or 
blood fraction is fraught with in- 
herent danger. The causes of un- 
toward reactions are known. It is 
therefore mandatory that every 
known precaution be exercised to 
prevent reactions which further 
complicate illness, prolong hospi- 
talization and sometimes cause fa- 
talities. Modern medical and _ sur- 
gical treatment demands efficient 
and judicious intravenous therapy. 
The highly trained therapists are 
the answer to this demand. 
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PEN HOUSE at the community 
O hospital will be a feature of 
National Hospital Day programs 
Monday, May 12, in hundreds of 
cities and towns throughout the 
country. 

Community observance of Na- 
tional Hospital Day through open 
house at the hospital has been gain- 
ing in popularity in recent years. 
The number of hospitals that have 
made the open house an annual 
custom testifies to its efficacy as the 
most direct means possible of estab- 
lishing good public relations. 

Variations of the general open 
house program, to be conducted dur- 
ing the week preceding the twenty- 
seventh annual National Hospital 
Day, include conducted tours of all 
or part of the hospital; “at cost” 
luncheons for civic groups or serv- 
ice clubs; special meetings in the 
hospital for specific groups such as 
high school or college students; 
parties for employees’ families, and 
other events. 

These and other community pro- 
grams, including exhibits at the 
hospital, displays in store windows, 
community hospital meetings in 
local auditoriums, radio programs 
and newspaper feature stories, are 
playing a large part in hospital 
plans. 

“Visit a Vet in a Hospital on Na- 
tional Hospital Day—And Remem- 
ber Him Every Day” is the main 
theme, and is the basis for many 
programs to be held in veterans’ 
hospitals and in general hospitals 
caring for veterans. In emphasizing 
this theme, many general hospitals 
are planning special recognition for 
hospital employees who are returned 
veterans. 

General hospital community pro- 
grams are being built around the 
secondary theme, “Back Your Hos- 
pital for Better Health,” and are 
designed to point up the hospital 
as a center of community health. 
Continuing interest and support 
for the hospital by all members of 
the community is essential for the 
progress of the voluntary hospital, 
and National Hospital Day offers a 
special opportunity to present this 
message to the community. 

_ Hospital trustees will participate 
in National Hospital Day programs 
in many communities. Dinner meet- 
Ings of trustees are scheduled in 
some communities that have more 
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than one hospital, and many indi- 
vidual trustees are planning to 
speak about their hospital’s prog- 
ress and future plans at various 
civic and social meetings. 

Nurses are being honored by 
many hospitals in Hospital Day 
programs. Because May 12 also is 
the anniversary of the birth of Flor- 
ence Nightingale, it is particularly 
appropriate as a day for honoring 
the hospital nurse. Special events, 
such as luncheons, hospital tours 
or talks for groups of prospective 
student nurses, can make National 
Hospital Day the occasion to ad- 
vance the hospital’s recruitment 
campaign for student nurses. 

Special student nurse enrollment 
programs for the week preceding 
National Hospital Day are planned 
by many hospitals in connection 


THE 
AMERICAN HOSPITAL ASSOCIATION 


POSTERS like the one reproduced here will 
be distributed by the nation's hospitals. 








with the nation-wide enrollment 
campaign being sponsored by the 
American Hospital Association and 
the Advertising Council. Radio 
programs, advertising mats and 
other material for these programs 
—to stress opportunities open to 
graduate nurses—will be made avail- 
able to schools of nursing in the 
near future. 

Hospital employees will be hon- 
ored in other programs which will 
feature awarding of service pins to 
employees of long service, and a 
general get-together for all hospital 
personnel and families. Volunteer 
workers will be honored at similar 
informal ceremonies. 

Infant and child health provide 
the basis for another type of Hos- 
pital Day program. Well-child clin- 
ics, “baby reunions” for all children 
born in the hospital during the past 
five or ten years, baby contests and 
other events are being planned by 
individual hospitals. 

All of the many types of pro- 
grams being planned for Hospital 
Day and the week preceding May 
12 have as the objective a closer re- 
lationship between the hospital and 
the community it serves. The inter- 
dependence of the hospital and the 
community, and the mutual bene- 
fits of cooperation and support are 
themes to be stressed in all commu- 
nity-hospital programs. 

Through both nationwide and 
local radio programs the 1947 Na- 
tional Hospital Day promises to be 
a great tribute to the voluntary 
hospitals of the United States. 


Suggestions for programs and 
special activities, and National Hos- 
pital Day posters and leaflets are 
available through the Council on 
Public Relations of the American 
Hospital Association. 
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HE TYPE PLAN Of a psychiatric 
g ete for the general hospital 
described herein was developed to 
show the facilities required to pro- 
vide diagnostic service and short 
term care (up to six months) for 
mental patients in the general hos- 
pital. Since considerable space is 
needed for treatment, recreation 
and occupation areas, a unit of 20 
beds is considered minimum for de- 
sired economy. 

The major sections of the ward 
are: (1) receiving and treatment 
area; .(2) disturbed patients’ area; 
(3) quiet and depressed patients’ 
area. 

Authorities vary in their esti- 
mates of the required number of 
beds for this service, placing them 
from 10 per cent to 25 per cent of 
the total bed capacity of the gen- 
eral hospital, but all agree that not 
less than 10 per cent of the total 
bed capacity should be for this serv- 
ice. For flexibility and easy expan- 
sion, it should be located near the 
medical wards. 

The ward, as planned, is designed 
to provide for all types of patients 
of either sex. Should it be decided 
to accommodate both sexes in one 
ward, additional toilet and bathing 
facilities could be provided in one 
of the existing bedrooms, and the 
isolation or receiving rooms would 
then serve as additional disturbed 
patient areas for men or women. In 
meeting the minimum requirements 
of 10 per cent the ward should not 
be repeated more than three times, 
and then as follows: (1) One floor 
for men patients; (2) one floor for 
women patients; (3) one floor for 
convalescent patients of both sexes 
(if desired.) 

Beyond this number of wards, it 
is advisable to design each floor or 
ward for each particular classifica- 
tion of patients. In expanding this 
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service, however, it should be re- 
membered that while it is to be only 
part of the general hospital, effort 
should be directed toward bringing 
this receiving and early care service 
back into the general hospital rather 
than planning separate or receiving 
hospitals for this service. If the 
ward is to be used for training, ad- 
ditional offices for psychologists, 
physicians and interviews would be 
necessary. 


RECEIVING 

Patients would be received from 
the outpatient department, from 
private doctors or, in emergency 
cases, from the ambulance en- 
trance in the visitors’ room adja- 
cent to the elevator and stair lobby. 
The sub-corridor provides access to 
the doctor’s office without entry in- 
to the ‘main living quarters of the 
well conducted patients. From 
there patients may be assigned to 
the private rooms across from the 
doctor’s examination rooms for a 
short period of observation. The 
patients’ locker room is in this area 
for the receiving and careful mark- 
ing of all clothes, gifts and the like. 


DISTURBED PATIENTS 

Disturbed patient rooms are four 
in number, or 20 per cent of the 
total ward capacity. Two of these 
rooms are for the very noisy and 
are screened from the day room by 
a sub-corridor leading to the nurses’ 
station and to the continuous bath 
room. All rooms are in full view of 
the nurse and attendants on duty. 
Generally, it is not considered good 
practice to plan quiet rooms off 
sub-corridors because of the lack 
of assurance of sufficient care and 





attention to these patients. With 
the sub-corridor leading directly to 
the nurses’ station and day room, 
however, these patients are under 
easy observation without disturb- 
ing those patients in the day room, 
and can receive sufficient care and 
attention. 

The large day room is furnished 
for the remaining patients and, in 
the daytime, may house disagree- 
able patients from the remainder 
of the ward. Toilet spaces are larger 
than normally used and clothes 
lockers are placed off the day room, 
rather’ than in the bedrooms, and 
are under supervision of the nurse 
and attendants. 


Since the nurse will spend most 
of her time in the day room with 
the patients, some doctors may wish 
to eliminate the nurses’ station and 
nurses’ toilet. Other doctors—who 
believe it is better practice to divide 
their staff so that disturbed patients 
are cared for by entirely different 
psychiatrists, nurses and attendants 
—will insist on the additional 
nurses’ station in this area. 


QUIET AND DEPRESSED 
PATIENTS 

These cooperative and well con- 
ducted patients are separated from 
the disturbed patients and receiv- 
ing and treatment areas, and an 
effort is made to make these living 
quarters as pleasant as_ possible. 
Corridors are widened and cross 01 
exterior light is brought into the 
corridors by opening up the recrea- 
tion room, dining room and three- 
bed alcove. The nurses’ station is 
projected into the corridor for com- 
plete observation of the corridor 
and day room and is directly across 
the corridor from the three-bed 
alcove where the most depressed 
or suicidal patients are likely to be 
placed. 
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TREATMENT FACILITIES 
The unit shown, together with 
the facilities of the general hospi- 
tal, will provide all treatment nec- 
essary for intensive and short term 
care. The maximum stay is con- 
sidered to be six months, after 
which, if patients have not recov- 
ered, they will be transferred to a 
private or state mental hospital. 

The facilities distinctive to this 
service are as follows: 

1. Continuous Baths—The main 
tub room is located adjacent to the 
disturbed unit, since these patients 
are in greater need of this facility. 
It is open for use by other patients, 
however, from the corridor; one 
additional tub is supplied in the 
well conducted area for anxious or 
sleepless, but not noisy, patients. 

2. Wet packs will be given on 
the beds in the bedrooms or on the 
movable tables in the tub rooms. 


3. Salt rub or stimulating baths 
are given on the movable tables in 
the tub rooms. 

4. Electric shock can be given on 
a stretcher that is wheeled into the 
examination room, after which the 
patient is wheeled to a bedroom 
for recovery, or can be given in a 
bedroom. Waiting space for this 
treatment can be a receiving bed- 
room or the recreation room. 

5. Insulin treatment preparation 
is made in the utility room; the 
treatment to be given in the larger 
ward. 

6. Fever treatments by malaria 
will be given in bedrooms, the iso- 
lation rooms or in the internal 
medicine section of the hospital. 
The inductotherm for electrical 
fever treatments is located in the 
outpatient and physiotherapy de- 
partment, as it is there that the 
greatest use is made of that equip- 
ment. 

7. The electroencephalograph is 
assumed to be located near the out- 
patient department or near surgery. 
While manufacturers are making 
portable equipment that can be 
used in unshielded rooms, never- 
theless, for most accurate work it is 
still considered advisable to pro- 
vide a shielded room for this facil- 
ity. It would consist of a small room 
completely shielded by a mesh of 
good electrical conductor. The 
room should be large enough for a 
bed or large chair for the patient 
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and for use by a nurse or intern. 

A shielded glass view panel, ap- 
proximately 12”x24”", is provided in 
one wall in order that the patient 
and nurse may be observed from 
the operator’s room which is ad- 
jacent. The connections from pa- 
tient to machine are made through 
the wall. 

8. The receiving bedrooms across 
from the examination room are 
equipped to be used for the few 
cases requiring isolation techniques 
that might arise, and for treatments 
such as prolonged narcosis. 

9. Consultation Rooms — Where 
more than one patient is housed in 
a room, it is necessary to have pri- 
vate consultation rooms. The doc- 
tor in charge has his office for this 
purpose but it is advisable to have 
at least one additional office for 
private doctors whose patients are 
in the unit. 


OCCUPATIONAL AND 
RECREATIONAL THERAPY 

Since patients may live in this 
ward for a period up to six months, 
large areas must be devoted to suit- 
able occupation and _ recreation. 
The general hospital will have its 
regular occupational therapy de- 
partments, and those noisy occupa- 
tions requiring bulky equipment 
such as carpenter work bench, bi- 
cycle jigsaw, electric grinder or 
lathe, should be available to pa- 
tients from this ward. On this floor 
should be lighter, more easily su- 
pervised occupations such as paint- 
ing, wood carving, leather work, 
light metal work, sewing or weav- 
ing, and locked storage areas should 
be designed so that quick inventory 
of all tools and equipment can be 
made before - patients leave the 
room. 

This area is also designated as a 





STANDARD EQUIF 





recreation area and is sufficient foi 
shuffle board, quoits, collapsibic 
ping pong table and small gym 
equipment, such as demountabl 
bar, wall ladder and stool, paralle| 
bars, horse, pulley weight and exe: 
cisor. 

A patients’ laundry room 
equipped for clothes washing and 
ironing is also necessary. Very olt- 
en, when this facility is not sup 
plied, the work is done in the util 
ity room. 

When possible, patients should 
have additional areas such as 
grounds or roof where outdoor ex- 
ercise and play can be supervised. 

Living, or day rooms, are located 
away from the traffic of incoming 
personnel, visitors or patients. 


GENERAL NOTES ON 
MATERIALS AND CONSTRUCTION 


The building must be fireproof 


MENT PROPOSED 













(1) Stair Hall 
Continuous banisters 
from stair stringer to 
stringer with handrail at- 
tached to the side of ba. 


- jsters are advisable. 


(2) Lobby 

. Attendant" s desk and 
chair. 
(3) Visitors 


Large, heavy, over- 
‘stuffed attractive furniture 
arranged for grouping of 

visitors and patients. 


{4} Doctor's Office 
Desk, 30° x 54” top. 
~ Chair—executive type. 
- arm chairs. : 
aper receptacle. 
. Bookcase. 


45) Examination Room 


Examining table. 
_ Foot stool. 
Paper sheet dispenser. 
pie | light. 
le stool 





ty with goose- 
nec ‘spout and elbow con- 


ste paper recep- 


(9) Subettiity. Room 


Table, 20° x30”. ss Linen henge | (13) Disturbed 
Straight chair. oF Tee strip. a -—s«éPattients' Toilet 
60” counter 36” high. inets ¢ over stre er % water closek wall 
“ee above and closet. i - : hung and without seat. 
Electrié chock canching. (10) Patients Locker Toilet — 4” thick 


(6) Tub Rooms 
2 continuous tubs. 


2 movable screens. __ 


Toilet. long x 2/0” wide with 
Dressing area. clothes pole, shelving and 
Needle shower. ee — : 
Laundry tub. 


Linen a blanket storage. : S 


Drying cabinet. 


(7) Isolation mes 


Bedside cabinet. 
en hospital 






Table, 30” x 42”. 
- Straight char. 
Locked cabinets 3/0” 

















by 40” long #! 3’6” high. 
° 


Shower with floor sloped 


to rear and shower head 


mounted on front wall at 
70” high and with locked 


controls in opposite wall. 


3 lavatories; wall hung, 
unbreakable mirror. 


(14) Nurses’ Stations. 
dy Unbreakable glass. 


. Nurses’ som at counter, 








Chee. _ 





Straight chair. 












Waste Paper recep- 





(8) Tollet Rooms 





Lavatory with goo . A rs ar 


neck spout and elbow 
tro, 


cabinets below. 










Counter 4/0” long with _ Bui in ole he 


Water closet with bea «“ 


- lugs and bed pan 
u : 


shing attachment. 
Square tub with 
bar. 


Shower head. 





ak toed “with _gooseneck 














spout, | 
ected wih ot wi 





























Lavatory with knee 








trol ane gooseneck s spot, ing: 
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and the details must be of very 
sturdy construction. Care must be 
taken to avoid sharp projections of 
corners of structures, exposed pipes, 
and the like, and no designs or de- 
tails should be accepted that could 
encourage suicidal attempts, hid- 
ing or similar acts. 

The whole ward should be acous- 
tically treated and, as a further aid 
in noise control, air conditioning 
is desirable in that section compris- 
ing treatment and disturbed _pa- 
tients’ area. 

All patient bedroom doors and 
the corridor door leading to dis- 
turbed patients’ day room should 
have view panels of unbreakable 
glass. Doors should be 4’o0” wide, 
have hidden hinges and cylinder 
locks, and those doors in the treat- 
ment and disturbed patients’ area 
should be of heavy insulated design 
to avoid breaking and noise dis- 


turbance. Rubber door jambs will 
decrease noises. 

If detention type screens are used, 
ordinary windows and glass are pos- 
sible. ‘These screens have the added 
advantage of permitting the screen 
to be flush with the wall and thus 
eliminating projections and _ cor- 
ners. When detention screens are 
not used, windows of sturdy design 
operated by a removable crank are 
recommended. These should be of 
such design that no opening large 
enough to permit exit is possible, 
while still providing sufficient ven- 
tilation. No windows should swing 
into the room when opened. 

The ideal heating system, par- 
ticularly in the disturbed patients’ 
section, would be radiant, and in- 
stalled in the floor or ceiling. Un- 
der no condition should radiators 
be recessed into walls and con- 
cealed back of grilles. 


Floors should be of rubber or 
asphalt tile except in wet sections 
and in seclusion bedrooms, where 
nonslip or quarry tile is recom- 
mended for easy cleaning. A 4” 
radius cove base at junction of floor 
and wall is recommended for clean- 
lines. 

Walls can be of plaster except in 
wet sections and in disturbed pa- 
tients and treatment areas where 
they shall be of tile to door height. 
Interior and exterior corners should 
be finished with rounded intersec- 
tions of 3” radius. Above the tile 
wainscot the walls should be of 
nonabsorbent materials in wet sec- 
tions and of acoustical materials in 
other sections. 

Ceilings should be of acoustical 
material throughout except for wet 
sections, where they should be of 
nonabsorbent material and_ stain 
proof. 
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Counter 36” high with 
cabinets below. 

Single element hot plate 
en wall bracket. 
Sink in counter with 
gooseneck spout and el- 
bow control. 

Bulletin board. 

Instrument sterilizer, 4” 
x6" x 16". 

Wall cabinet. 

Utensil sterilizer, 20” x 
20” x 24”. 

Dressing cart (under wall 
cabinets}. 

Clinical sink. 

Sanitary waste recep- 
tacle 

Waste 


paper recep- 
tacle, > 


(16) Patients’ Laundry 


2-compartment laundry 
tub with double drain 
boards, locked cabinets 
below. 

Disappearing ironing 


Drying closet. 
a7) Recreation and 
“Occupational 
Therapy 
Locked storage cabinets 


designed for easy and 


quick inventory of tools 


and equipment. For types 
of oe and occu- 
pational equipment pos- 
sible see ‘General Notes". 
Include outlets and screen 
for movies. 


(18) Consultation 
Room 
Desk, 30” x 54”. 
Chair—Executive type. 
2 Arm chairs. 
Short divan. 
Waste paper recep- 
tacle. 
Desk telephone. © 


(19) Sterage Closet 


{20) Janitors’ Closet 
Mop cart. 
Curb and floor drain 


_ below slop sink. 


Shelf. 
Hook strips for mops. 


{21) Continuous Bath 


Continuous tub with 
controls on corridor wall. 
Storage closets. 

Movable table. 


(22) Bedrooms With 


Connecting Bath — 


Built-in closet with shelf 
and clothes pole. 
ones cabinet. 


. 


Straight chairs (2). 


tacle. 
Desk, 30” x 48”. 
Dresser. 


{23} Connecting 
Lavatory 


Tub with shower head, 
curtain rod and shower 
curtain. 

Lavatory. 

Water closet. 

Clothes hooks. 

Waste receptacle. 


(NOTE: Connecting doors to 
be locked from bed room side 
only.) 

{24} Day Room for 
Quiet Patients 


Large room equipped 
as living room with stor- 
age closet for games, etc. 


(25) Toilet 


3 lavatories. 

Unbreakable mirror. 

2 water closets — wail 
hung with 5’0” long x 46” 


high toilet partitions. 


Tub and shower to be 


ibeked. 
(26) 3-Bed Alcove 
Bed. 


Bedside chest. 


Waste paper recep- 


Movable clothes locker. 
Wood panel partitions 
90” long x 5’0” high. 


(27) 4-Bed Ward 


Built-in clothes locker. 
Beds (4). 
Bedside chests (4). 


{28} 2-Bed Ward 
Similar to 4-bed wards. 


{29} Dining Room 
Sufficient for 12 pa- 
tients. 
Complete facility with 
attendant service. 


(30) Pantry 
Counter 36” high — 
cabinets below with sink 
in counter and cabinets 
above. 
Refrigerator—8 cu. ft. 
Counter—36” high with 
electric dishwasher. 
Juice extractor. 
Cracked ice bin. 
Electric toaster. 


Telephone to kitchen. 


Bulletin board. 
Towel bar. 
Paper towel container. 
Double element hot 
plate. 
Sanitary waste recep- 
tacle.- a 
Food cart. 











What Will MICROFILMING 


RECORDS COST the Hospital? 


HE QUESTION ARISING most often 
» discussions of the use of mi- 
crophotography as a records admin- 
istration and control system is sim- 
ply: “What will the installation of 
such a system cost my hospital?” 
This installation may be procured 
through a reliable concern at a con- 
tract price differing according to 
the work involved at your hospital 
or you may rent a microfilming ma- 
chine, supply your own clerical 
help and install the system of mi- 
crophotography yourself. 

After considerable research at the 
Protestant Deaconess Hospital, Ev- 
ansville, Indiana, it was found that 
the cost of installation could be 
reduced appreciatively by use of 
its own clerical help. It is this 
manner of microfilming and its at- 
tendant problems that are consid- 
ered here. 

The first and major problem in 
doing your own microfilming is per- 
sonnei, both quality and quantity. 
Is it better to assign one or two 
excellent clerks to this task, work- 
ing under immediate supervision 
of the medical record librarian? Or 
is it better to divorce the operation 
entirely from the supervision of the 
medical record librarian and have 
her act in an advisory capacity upon 
medical record problems arising in 
the operation? 

Protestant Deaconess Hospital 
decided to take the latter action for 
these reasons: 

APPROXIMATELY 10 to 12 months 
time could be saved if a number of 
persons were temporarily employed 
for the oneration. 

IT WOULD Nort distract from the 
usual brisk work required of the 
head record librarian. 

IT SOULD BE PERFORMED in such a 


Published with permission of the Chief 
Medical Director, Department of Medicine 
and Surgery, Veterans Administration, who 
assumes no responsibility for the opinions 
expressed o* conclusions drawn by the 
author. 

Mr. Macer is executive officer at the Vet- 
erans Administration Branch Office No. 8. 
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manner as not to disrupt the med- 
ical staff or the resident training 
program at the hospital. 

Ir COULD BE MADF. a part of the 
administrative internship program 
carried on in cooperation with 
Northwestern University and could 
be assigned as ‘a problem. 

The problem was assigned to me 
as the administrative intern at 
Deaconess Hospital. The first ac- 
tion taken was to answer these 
questions: 
>» How many files are involved and 
to what year should they be micro- 
filmed? 
>» How many pages will each record 
average? 

» Can the operation be divided ef- 
ficiently into three separate parts: 
Sorting and preparing in proper 
standard form, microfilming and 
checking returned film? 

» Will this function best with a 
serial or unit record system? 

» How many records can one girl 
prepare correctly in an eight hour 
day? 

» How many girls will it take to 
operate the microfilming machine 
at maximum output 24 hours a 
day? 

>» How long will it take one girl to 
check one roll of finished film and 
make necessary splicing? 

A hospital administration  stu- 
dent was employed as supervisor 
under the direction of the admin- 
istrative intern to carry out the 
routine procedures and give imme- 
diate supervision to all girls em- 
ployed. Boxes, each containing 100 
files, were brought down from a 
penthouse where they had been 
stored in numerical order. The low- 
est numbered box was _ processed 
first and then in sequence toward 
1946. On the average, there were 18 
sheets per file after all nurses’ notes 
were eliminated, From the first day 





of sorting and arranging files it was 
found that: 

» One girl could (without previous 
hospital record experience) prepare 
600 files accurately for microfilming 
in one day. 

» In the early period, some files 
could be destroyed completely, 
when destruction was noted on the 
alphabetical patients’ index. 

» There were no face sheets in the 
early files and it would be necessary 
to have a face sheet typed for each 
file. 

» Due to years of use, files were not 
arranged in proper sequence and 
care would have to be exercised in 
rearranging boxes. 

» No microfilming could begin un- 
til the sorting of the files had been 
in progress for two weeks in order 
to gather a sufficient backlog of 
completed files so that the micro- 
filming machine would be busy at 
all times. 

>» The records as a whole would be 
kept for two years and three months 
(statute of limitations in state of 
Indiana is two years) and that med- 
ical records of children under 21 
would be microfilmed in their en- 
tirety. 

» Although it was recommended 
that tonsillectomy and adenoidec- 
tomy cases be discarded, the retain- 
ing of these cases would be advisa- 
ble for study purposes in the use 
of endotracheal anesthesia. 

p Although from a medical stand- 
point circumcision records could be 
destroyed, it was desirable to keep 
them from a legal standpoint. 

» Reassembling of records would be 
easy, as paper clips were the only 
fasteners. 

In the interest of economy, it was 
found that high school girls could 
be employed at a nominal cost and 
perform the work accurately and 
quickly. After the first day of work, 
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three girls were added each day 
during the next four days. A total 
of 14 persons rearranged, sorted, 
destroyed and indexed files to be 
microfilmed. In addition, one boy 
from maintenance was assigned 
solely to carry away and burn dis- 
carded papers. 

At first two girls sorted and rear- 
ranged the files while others typed 
an index of records destroyed and 
did other typing necessary to com- 
plete records. The records improved 
rapidly, however, and at the end of 
the first week eight persons were 
sorting and six were typing. There 
were 6,600 files arranged the first 
week. During the second week the 
daily output reached 7,000 files, and 
during the third week the sorters 
averaged 10,000 files a day. The 
sorting was completed in 1814 days 
at a personnel cost of $.00705, per 
file. 

Actual microfilming of the med- 
ical records began at the beginning 
of the third week. It was found that 
three girls assigned to the micro- 
filming machine operated most effi- 
ciently. Girl No. 1 checked the box- 
es of files as to numerical sequence 
and made a final check of each file’s 
contents before handing the con- 
tents of each file to girl No. 2. She 
fed the papers into the machine 
with her right hand and with her 
left hand handed the filmed papers 
to girl No. 3. This girl then returned 
the contents of the file to its folder 
and placed it in the proper storage 
box to be held until the film was 
developed and checked. 

Upon the return of the film and 
after checking, the records were 
destroyed. Operating in this man- 
ner, three girls on an eight-hour 
shift could microfilm 2,200 files. 

It was believed that experience 
on the machine would increase the 
number of files per day, but this 
did not hold true, because (1) the 
files became much more bulky as 
later years were filmed, and (2) in- 
stallation of the laboratory system 
where gummed reports were used 
required many more images per 
record than the old laboratory 
sheets. 

The result was that the girls with 
improved efficiency were scarcely 
able to maintain the 2,200 records 
per eight hour day. In view of this, 
it was decided to add a second shift 
to the machine. This shift was add- 
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ed during the second week of micro- 
filming and worked a second eight 
hour shift in the evening. It was 
necessary to hire male college stu- 
dents for this second shift as public 
school regulations in the city of 
Evansville prohibited the employ- 
ment of high school students after 
10 P.M. 

These men were employed at an 
increased and unexpected cost. In 
addition, they could only film 1,600 
files in the same length of time the 
girls processed 2,200. It was there- 
fore necessary to add the third shift 
during the third week of microfilm- 
ing. This third shift was composed 
of three female college students 
who turned out 2,000 files per seven 
hour shift. The microfilming of all 
medical records was completed in 
44 working days at a personnel cost 
of $.0125 per record. 

At the beginning of the fourth 
week of work, it was necessary to 
start checking the returned film on 
the viewers to be certain it was in 
excellent form before filing. Since 
this caused considerable eye strain, 
two persons were assigned to work 
at the viewer alternately. It took 49 
working days at a personnel cost 
of $.00212 per record. 

The film cost $2.885 per 100 ft. 
roll, including spools, enveloves, 
tax and postage. This made a film 
cost of $.00911 per record. The 
rental of the microfilming machine 
cost $.00125 per record. The entire 





THE MEDICAL AUDIT 

“The medical audit reveals 
utter confusion in the minds 
of most of us as to its purpose. 
Relatively few of the hospi- 
tals are in a position to give 
a complete picture of the 
scientific and _ statistical ap- 
praisal of the work of a given 
physician, based upon a study 
of results as shown by a care- 
fully kept system of records.” 
— (From an address given by 
Margaret G. Arnold, R.N., ad- 
ministrator of Lake View Hos- 
pital, Danville, Tl., before the 
Medical Records Section at 
the annual convention of the 
American Hospital Associa- 
tion in Philadelphia, Septem- 
ber 30-October 3, 1946.) 











cost for microfilming per record 
may be itemized as follows: 
Personnel 
Preparing records $.00705 
Microfilming 0125 
Checking of film 00212 
Total Personnel cost $.02167 
Material 
Film 00911 
Rental 00125, 
Total Material Cost 01036 
Total cost per record $.03203 


The total cost per 100 ft. roll 
of film was $10.10. This included 
all personnel cost, film cost, devel- 
oping, tax and postage. If your hos- 
pital has used the serial system of 
filing, it will be necessary to rear- 
range the files so that all medical 
records of one patient are filmed 
together in chronological order. 
This will increase the original cost 
per record accordingly. 

It was found in this operation 
that: 

1. Medical records of the hospi- 
tal averaged 18 sheets per file after 
exclusion of nurses’ notes. 

2. The operation might best be 
divided into three separate parts 
(sorting and preparing in standard 
form; microfilming, and checking 
returned film). 

3. One girl can prepare between 
600 and 750 records per eight how 
day. 

4. Three efficient girls at the 
microfilming machine can process 
2,200 records per eight hour day. 

5. Girls are faster and render 
better work than men on the micro- 
filming machine. 

6. It takes one girl approximate- 
ly 20 minutes to check one roll of 
film. 

7. This method of microfilming 
will pay your hospital in dollars 
and cents. 

During the entire process the 
medical record committee of the 
medical staff took an active interest 
and the medical staff was greatly 
pleased with the result. 

The installation of microfilming 
as an administrative record control 
will save considerable space and 
time, eliminate misfiling, make rec- 
ords accessible at all times and 
render positive protection at an inl- 
tial cost of only $.03203 per record, 
with a lesser cost per record on an 
annual basis after initial installa- 


tion. 
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Sweden Moves Toward 





FREE CARE FOR ALL 


OSPITAL CARE IN SWEDEN is 
H based on the theory that a 
person in need of such service 
should have it with no cost to him- 
self except his payment of general 
taxes. This theory has been evolv- 
ing since a royal letter 300 years 
ago first differentiated between hos- 
pitals and poor houses. Since 1862 
the Swedish system of hospitals and 
hospital care has followed the basic 
principles described here. 

At present only the indigent get 
free hospital care. In a compara- 
tively short time—probably four or 
five years—it is expected that all 
hospital care will be free to the 
patient. The part of the cost of 
ward care that now is being paid 
by the patient or his insurance com- 
pany will be taken care of by the 
government through an obligatory 
sickness assurance. The duties will 
be very low and collected at the 
same time and in the same manner 
as the common taxes. 

Sweden’s present hospital system 
serves about 6,600,000 persons. The 
country is divided into 25 counties 
and four towns. Counties average 
from 60,000 to 380,000 inhabitants. 

As one of their most important 
duties, the counties ‘are responsible 
for the main part of the hospital 
care for non-mental diseases among 
their people. Every fourth year 
there is an election of members of 
the county representation. Mem- 
bers meet about one week in Sep- 
tember every year to adjust the 
plans and taxes for the coming 
year. 

During the rest of the year an 
executive committee, elected by 
the county representation, has to 
manage the county affairs according 
to the directions given and the 
means voted by the representation. 
Each hospital has its own board of 
directors consisting of at least five 
of the county representation elect- 
ed members. 

esponsibility for the main part 
of hospital care is laid on the coun- 
ties. The general principle on 
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which this works is that in every 
county there is—or at least is under 
development —a_ central hospital 
with special medical; surgical; x- 
ray; ear, nose and throat; eye; ob- 
stetric; gynecology and _ pediatric 
clinics. 

Each department has a fulltime 
and fully educated specialist as 
head, with a varying lot of assist- 
ants at his side. Beside the central 
hospital there are generally what 
may be called “normal” hospitals 
with surgical, medical and x-ray 
departments. In such parts of a 
county where the population is 
scarce and widespread, smaller un- 
divided hospitals with one head 
surgeon serve the sick. 

For persons with pulmonary tu- 
berculosis there are special hospi- 
tals called sanatoriums. The care 
of people with chronic diseases is 
still under development and is re- 
garded as a very great problem. 


Some branches of modern hos- 
pital care are taken over mainly by 
the state—being too heavy a task for 
a single county. These are radium 
treatment, orthopedics, coast hos- 
pitals for surgical tuberculosis and 


for the present some smaller spe- 
cialities as plastic, neurosurgery 
and thoracic surgery. 

In addition to this hospital or- 
ganization there are four university 
hospitals, three of which are owned 
and run by the government in co- 
operation with the respective coun- 
ties. One hospital is owned by the 
county and managed in coopera- 
tion with the state. There also are 
a few private hospitals in the larger 
cities. 

At present the Swedish counties 
have about 68 beds per 10,000 in- 
habitants while towns outside the 
counties have 124 beds per 10,000. 
The figures of the different spe- 
cialty beds for all of Sweden, 
including hospitals under govern- 
ment, town and county manage- 
ments, may be of some interest. 
(See next page.) 

As these figures are not consid- 
ered satisfactory, every county is 
planning new hospitals or hospital 
sections. Most urgent perhaps are 
the questions of neurosurgery and 
plastic surgery, and the care of the 
chronically diseased. Shortage of 
material and shortages of nurses and 
other personnel, however, diminish 
the possibilities of quick solutions. 

Immediate management of the 
individual hospitals rests on the 
board of directors, which meets at 





BEDS for 120 patients are available at the University Clinic for tuberculosis at Upsalla. 
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least four times a year. One of the 
doctors-in-chief is elected director 
of the hospital and is responsible 
to the board. 

Heads of the different medical 
departments are appointed by the 
government after a competition 
and after the board of directors of 
the hospital and the executive com- 
mittee of the county representation 
have had the opportunity to ex- 
press their views about the candi- 
dates. 





SPECIALTY BEDS 





Specialty % per 10,000 
type inhabitants 

Undivided hospitals of differ- 

i | ania de Se eee avvtenter “QIOQ 
Obstetrical beds without ful 

specialist in obstetrics................ 2.70 
RMRRABEMINIE 0 sect sscenapscateeies ee 8.16 
NBII br acs ds chonsycespapsuecoa 9.06 
Obstetrics & gynecology............:... 2.70 
BNE Eek cnphistiocateges vem asacg se Stic sat eeDe 
Rar, nose Gc throat......::..--.-.-.0.,00002 1.33 
ROIBRRR SIGS) os oceoyx, yeh eens oecsecctecd on 1.96 
Radiology. ....... pacts Sodas Bide s=sstuicapaepsors 50 
Dermatovenerology ................-.-.-+-+ 81 
1 2 Se 62 
i UC a ne 1.05 
Neurology .. paca lho ee 13 
IGE EIIORLY ——..8.. 02h oda s EE 
CRPOMIC “GiIsCASES 2... 2.5.<.3-<20.0cs-s002 12.86 
Epidemic diseases ........-..::0c.-ccscc- 9-19 


Tuberculosis: 
purgical .......:-.: ais Rated tre 1.50 
Pulmonary sivinoser sce OO: 





Every citizen of Sweden can have 
hospital care. If he has no money, 
the organization for the care of the 
poor in his community will pay for 
him. If he has money, he can buy 





SEPARATE buildings at the county-managed Oestersund Hospital are used for the general 


care in a general ward or go to a 
private ward unit in the hospital. 
In both cases he gets the same care 
by the same doctors. The only dif- 
ference is that a patient who pur- 
chases his own care may get a pri- 
vate or semiprivate room and is 
allowed to have visitors at any time 
of the day. 

In a common ward the patient 
has to pay 2.50 kronor (about 69 
cents) a day as an average for the 
different counties. In a_ private 
ward the average is between 10-15 
kronor ($2.20-$4.20) a day. Doc- 
tors’ fees go to a maximum of 300 
kronor (about $83) for a major 
operation. The difference between 
the Swedish and American systems 
seems to be that it is very cheap to 





be sick in Sweden. The reason for 
this is that hospitals are chiefly sup- 
ported by taxes and only a com- 
paratively small part of the cost is 
paid by the Swedish patient. An 
appendicitis operation, calling for 
a hospital stay of eight days for 
example, will cost the patient 
about 20 kronor ($5.55) in a com- 
mon ward and 150-200 kronor 
($42) in a private ward. 

Almost all Swedish hospitals have 
an outpatient department open to 
anyone and charging very moderate 
fees. This makes it possible for 
everyone to consult specialists in 
different branches of medicine. 
Small and large hospitals within a 
county cooperate in patient care. A 
complicated case needing special 


ONE of the university hospitals administered by the government and the county is the 1,100-bed Carolina Hospital located at Stockholm. 
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patients, maternity, contagious diseases, outpatient service and as staff living quarters. 


facilities for diagnosis or care that 
cannot be given in a small hospital 
always is sent to a big hospital with 
its more extensive facilities. Thus 
a patient knows that he gets the 
best possible care, even if he has to 
be taken to a university hospital 
with its specialists—and it does not 
cost him more. 


The total cost for the running of 
a hospital—excluding interest and 
amortization of the capital invested 
—is different throughout Sweden 
with the highest costs of course in 
the capitol at Stockholm. The aver- 
age now is about 12 kronor 
($3.35) a day per patient, but a 
resolved rise of all salaries will ele- 
vate it considerably next year. 


The Swedish hospital system to- 
day is the result of a continuous 
development from the charity es- 
tablishments of the pre-reformation 
years before 1520. ‘The hospitals of 
the Catholic Church were not con- 
fiscated like other monastery hold- 
ings during the reformation, and 
lepers, incurables and poor people 
were taken care of in them. 

After the royal letter was issued 
in 1642, hospitals as such were rec- 
ognized. It was in 1752, however, 
that the first hospital in Sweden was 
built for the care of patients with 
curable diseases. This was the fa- 
mous Serafim Hospital at Stock- 
holm, open to people from every 
part of the country. 





A little later in the eighteenth 
century other small hospitals were 
founded in different sections ol 
Sweden. By a government decree 
it was decided that a money collec- 
tion should be taken at all wed- 
dings and funerals, and the collec- 
tion given to the local hospital. If 
no local institution existed, the 
money was to go to the hospital at 
Stockholm. In 1787 the guild of the 
Knights of the Serafirmorder (high- 
est order in Sweden) was designated 
as the board of superintendents for 
all mental and other hospitals, or- 
phanages and so on in the country. 

The guild was charged with see- 
ing that there was at least one hos- 
pital in every county. Means were 
not sufficient for this at the time, 
however, and widespread venereal 
diseases constituted a problem of 
the first order. A special tax was 
passed to finance this fight, and the 
hospitals were used almost exclu- 
sively for that purpose. 

By 1817 the principle of decen- 
tralization was applied to hospitals, 
and the governor of a county and 
county deputies were given the 
directorship of local hospitals. Men- 
tal hospitals, however, have re- 
mained under government manage- 
ment to the present time. 


In 1864 the government board of 
health was given the supervision of 
hospitals, but all other powers in- 
cluding financial _ responsibility 
have remained with the elected 
county representation. 





SOEDER Hospital at Stockholm is an example of the modern trend in construction. Soeder, a city hospital, has a capacity of 1,250 beds. 
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Augusta General Hospital 
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jchase of such articles as re 


Py wee SOLUTION of the problems 
of hospital-press relations is 
being demonstrated by two of the 
nation’s hospitals—one in Augusta, 
Maine, and the other in Bigfork, 
Minn. 

The daily or weekly press poten- 
tially represents the general hospi- 
tal’s best public relations medium 
and its most direct contact with the 
community. Yet, for one reason or 
another, many hospitals have ex- 
perienced some difficulty in using 
press releases and in dealing with 
the press in general. 

One basic problem for most hos- 
pitals seems to be that of giving 
the newspaper the hospital point 
of view. Actually, as Augusta Gen- 
eral Hospital and Northern Itasca 
Hospital are proving, newspapers 
are eager for hospital news, just as 
the hospitals are eager for the best 
possible public and press relations. 

In Augusta and Bigfork, the local 
papers are giving the hospitals 
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regular use of a designated amount 
of space for the presentation of 
hospital news, thus circumventing 
the all-too-common difficulties in 
press relations in a novel and mutu- 
ally satisfactory manner. 

At Bigfork, Miss Ida C. Ryberg, 
superintendent of Northern Itasca 
Hospital, has been writing a weekly 
column, “Hospital Window Reflec- 
tions,” for more than a year with 
great success. Her column, illus- 
trated in part here, provides an in- 
formal and friendly source of in- 
formation about the hospital. Miss 
Ryberg discusses such subjects as 
visiting hours; shortages of nurses, 
equipment and beds; need for com- 
munity cooperation and patience in 
meeting hospital problems, and 
general hospital news. 

All this is with such a good- 
natured attitude that it is easy to 
believe the community now has a 
greater and more sympathetic un- 
derstanding of the hospital than it 


























had before Miss Ryberg turned 
columnist. 

Augusta General Hospital and 
the Kennebec Journal have under 
taken a more ambitious project. 
The paper publishes monthly a 
“hospital house organ” within it, 
regular columns. 

The copy for “X-Rays,” the 
special hospital section, is furnished 
by the hospital staff and edited by 
a member of the board of trustees 
who has had public relations ex- 
perience. In its makeup, “X-Rays” 
is a small page one in itself, com- 
plete with pictures, headlines and 
nameplate. 

Frank L. Bosquet, Augusta Gen- 
eral Hospital administrator, feels 
that, “This sort of arrangement 
gives us a house organ with much 
greater reading, distribution and 
interest than would be _ possible 
under individual printing.” It also 
serves to keep the hospital and its 
work before the community, and, 
since its beginning last July, has 
proved a valuable public relations 
medium. 

The success of this direct ap- 
proach to press relations in these 
two widely separated and different 
communities argues strongly for a 
more widespread use of the tech- 
nique. Especially in smaller com- 
munities, newspaper editors are 
receptive to regular hospital news, 
and probably would be willing to 
help edit a hospital column or 
series of articles. 

The keystone of a good public 
relations program is keeping the 
community informed about the 
hospital, its progress, service and 
problems. Through a column or 
feature stories, the hospital can 
bring its story directly to the public. 


Hospital Window] 


Reflections $/ 
By Ida C. 

Se i ttn & 

Some time last summer I Tecal] 
mentioning the four seasons 
differing from other localities 
where I had been. The hunting 
tcurist, fishing and logging sa 
£on. I believe, were those named 
Mr. Guthrie corrected me onying: 
I had forgotten one, namely the 
berry Season, I apologize, that’s 
really a very important ene So 
you see there we have five sea 
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~NURSES and NURSE AIDES 
Are TRAINED SIDE dy SIDE 


HE PROBLEM OF Staffing hospitals 
Tis becoming more acute daily. 
The shortage of nurses following 
the law of supply and demand is 
general all over the world, but 
there are some fundamental differ- 
ences in the way the difficulty is be- 
ing handled. After many years of 
protest and reseitment, the nursing 
professions of some countries have 
accepted the auxiliary nurse as a 
welcome co-worker. 

The pros and cons of the situa- 
tion have been voiced through 
every possible medium, for and 
against the training and inclusion 
of these auxiliaries in the nursing 
field, especially the hospital field. 
Now a new angle appears to have 
crept in. Articles and other forms 
of propaganda point out how very 
few attempts are being made to 
handle and solve the shortage as it 
exists here at present. 

A glance at the hospital world in 
peace and war shows the large place 
that auxiliary workers established 
for themselves in the ranks of nurs- 
ing. In certain instances among the 
more advanced countries today the 
lesson has been learned. Prejudice 
has been superseded by common 
sense and sympathy with the dire 
need of the patient. The auxiliary 
nurse has been brought under con- 
trol, provided with training facili- 
ties and legislated for as a protec- 
tive measure on behalf of herself, of 
the public and of the professional 
nurse. 

In this way the auxiliary nurse 
has become absorbed and fitted into 
the scheme of things to the lasting 
betterment of nursing standards. 
She is no nine-day wonder or a thing 
to be looked down upon. Through 
the real spirit of nursing, this prac- 
tical nurse or attendant has been 
accepted as a necessary adjunct to 
hospital life. 

Through such fields of experi- 
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ence have I gleaned the system of 
training attendant nurses alongside 
the three-year student. I believe 
Beverly Hospital is the only one in 
the United States attempting such 
a scheme. 

The dual school that functions 
effectively here is a practical experi- 
ment which is more than proving 
itself. By careful selection, tuition 
and assignment the student attend- 
ants work side by side with the 
three-year students in harmony and 
to the advantage of all. 

Prejudice did flourish at first. 
Many were convinced and some de- 
termined that it just would not 
work, but such difficulties have 
been swept away. Graduate staff 
members now see that prejudice is 
not justified, that the attendant 
nurse is of real value in maintain- 
ing standards and relieving the 





undue burden of extreme shortage. 

The professional students here 
number 100 when the school is full. 
At present there are 65, with classes 
entering twice yearly. The attend- 
ant school, with its own director 
and her assistant, functions in a 
similar way to the main school, but 
the course is only 15 months and 
the students are paid a_ small 
stipend during training with no 
admission fees. Applicants are en- 
rolled as needed to maintain a 
balance of nursing personnel. Dur- 
ing the last 12 months three classes 
have entered and averaged eight to 
nine students. 

These attendant students have 
their own quarters entirely separate 
from the main school. Their classes 
are dove-tailed with those of the 
main school through the office of 
the principal of the nursing school, 


THREE-year student (left) works side by side with the student attendant at Beverly Hospital. 


55 











who works in close cooperation with 
the director of attendant nurses for 
the purpose. In this way attendant 
and three-year students are never 
off the wards for lectures at the 
same time. 

A special course for cooking and 
household management is run dur- 
ing the summer months for these 
students while classes for the main 
school are in abeyance. 

Of those who have graduated so 
far, three are giving valuable serv- 
ice to the hospital both on day and 
night duty. Four more graduating 
in April will be placed similarly. 
In this way the school is building 
up a staff of reliable bedside nurses, 
trained to the hospital’s standards. 

Meanwhile as she graduates, the 
professional student is filling in 
with the more responsible tasks re- 
quired of her. She is relieved of 
many arduous routine duties 
through the presence of these at- 
tendants, whom she has learned to 
know and understand and appre- 
ciate. 

Many hospital directors and other 
officials tend to look down on this 
attempt at dual training. None so 
far has visited or inquired of us 
with the idea of gaining an impar- 
tial insight into how we function 
and the advantages such a scheme 
might offer to the sick whom we 
must nurse. 


Favor Closed Shop 


Some leaders would have nursing 
a closed shop profession. They are 
inclined to overlook the wonderful 
eficiency of Red Cross and other 
nursing aides, army orderlies and 
other auxiliaries, who were called 
upon to assume duties and responsi- 
bilities that are assumed to be the 
prerogative of the registered nurse 
in peace time. 

Peace in our time is surely as 
great an emergency as war while 
lack of nursing for the public con- 
tinues. Emergency conditions de- 
mand emergency measures. 

This hospital is solving its own 
difficulties through the medium of 
the attendant school. With an all- 
out campaign to duplicate this 
scheme of dual training in the 
many other hospitals of the coun- 
try, nursing service in most com- 
munities could safely double itself 
in a very short time to the ad- 
vantage of all concerned. 
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A Simpler Report Form 


SIMPLIFIED INSURANCE REPORT 
form that can be used by all 
hospitals was approved by the Board 
of ‘Trustees of the American Hospi- 
tal Association at its meeting in 
Chicago February 21-22. This form 
had been approved earlier by the 
governing bodies of the Interna- 
tional Claims Association and the 
Health and Accident Underwriters 
Conference. These organizations 
represent nearly all insurance com- 
panies that write accident and 
health policies for individuals and 
family groups. 
A special committee of the Coun- 
cil on Administrative Practice 


started discussions with the insw 
ance industry representatives in thc 
autumn of 1945. Chairman of thi 
committee was Dr. Anthony J. ]. 
Rourke, Stanford University Hos 
pitals, San Francisco. 

It was agreed in the discussions 
that hospitals may ask an insurance 
company to submit two blanks, one 
of which might be retained in the 
hospital’s file. It was also made 
clear that Association approval of 
the standard form might in no way 
be interpreted as approval of any 
individual insurance company. 

A copy of the simplified form is 
shown below. 
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 *.* dares the prospect of federal 
aid for construction, the hos- 
pital administration should give 
careful consideration to the needs 
of the pharmacy department. Too 
often in the past little attention 
was given to the importance of the 
pharmacy in the hospital with the 
result that it was, apparently, 
tucked away in some inaccessible 
place in the basement. 

It is desirable, first of all, to eval- 
uate carefully the need for a phar- 
macy department and the service 
that it renders before the location 
and space is decided on. This de- 
partment is essential to the eff- 
cient operation of a hospital. Just 
as the removal of a single spark 
plug in an engine results in inefh- 
cient and ineffective performance 
of that engine, the hospital cannot 
function efficiently and effectively 
without the pharmacy. 

The surgeon is dependent on the 
pharmacy for the preparation of 
germicidal solutions, anesthetics 
and other medications. Without 
the services of the pharmacy in 
supplying drugs for the outpatient 
department, for emergency condi- 
tions and for the patients, the hos- 
pital could not function. The lab- 
oratory obtains chemical reagents 
from the pharmacy and _ likewise 
the blood bank, x-ray and even the 
dietary departments depend on it 
lor chemicals and various forms of 
medications. 

With these thoughts in mind, the 
amount of traffic between the phar- 
macy and various departments must 
be considered carefully before de- 
ciding on the location. The phar- 
macy should be located so that the 
minimum of traffic is necessary and 
the greatest convenience is offered 
the departments serviced most fre- 
quently. Too many hours are wast- 
ed each day by nurses and _ at- 
tendants in traveling between the 
pharmacy and their stations. 
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Put the Pharmacy in a 
CENTRAL LOCATION 


S. W. MORRISON 





CHIEF PHARMACIST, WESLEY MEMORIAL HOSPITAL, CHICAGO 


A central location for the phar- 
macy is important. Many recent 
hospital plans provide for tall 
buildings instead of the long ram- 
bling type. This design eliminates 
many employee hours per day of 
traffic and provides greater conven- 
ience. 

In a tall building housing 400 to 
500 beds, the pharmacy probably 
can be best located on the third or 
fourth floor. Adjoining areas on 
these floors most likely will house 
the outpatient department, labora- 
tory, x-ray department and central 
sterile supply department. The 
floor immediately above most likely 
will be devoted to the surgery and 
fracture rooms. 


Provide Rapid Service 


With such an arrangement, the 
pharmacy is located in the center 
of the activities, and will be called 
upon to serve frequently. This type 
of central location should provide 
the most rapid service and require 
a minimum amount of time and 
help to carry out the work. 

In a smaller hospital the phar- 
macy may be best located on the 
first floor. (See the suggested plan 
for a 200-bed hospital on the next 
pages.) While it is desirable to place 
the manufacturing room, parenter- 
al solution room and drug storage 
space immediately adjoining the 
dispensing pharmacy because of the 
greater convenience, this plan may 
be varied when first floor space is 
at a premium. 


Since the basement is undesira- 


Hospital Pharmacy 





ble for a pharmacy, this variation 
would best place the dispensing 
pharmacy on the second floor with 
the manufacturing room, parenter- 
al solution room and drug storage 
space on the first floor immediately 
below the dispensing pharmacy. 
These rooms would be connected 
to the dispensing unit by the dumb- 
waiter which would also extend to 
nursing stations on the patient 
floors. If necessary, the location of 
the pharmacy rooms may be re- 
versed with the dispensing unit 
placed on the first floor. 

As a time saving device the two 
levels may be connected with a 
spiral steel staircase if the pharmacy 
is not located close to a main stair- 
case and if local ordinances do not 
prohibit. 

In any case, the most advantage- 
ous location for the pharmacy is 
close to the outpatient department 
so that outpatients need not wan- 
der through the building seeking 
prescription service. Another con- 
trolling factor will be the location 
of the pharmacy dumbwaiter with 
respect to nursing stations on upper 
floors. 

Convenience of access to central 
sterile supply, laboratories and x- 
ray departments, as well as surgery, 
are secondary but important con- 
trolling factors. 

The amount of space required 
for the pharmacy will vary with the 
size of the hospital. The U. S. Pub- 
lic Health Service plans, as pub- 
lished in Hospirats, May 1946, 
provide 738 square feet for a 200- 
bed hospital. This is too small for 
the purpose described and no pro- 
visions are made for storage space. 

Various authors differ in what 
they consider-adequate space. Floor 
plans of a pharmacy published in 
the Journal of the American Phar- 
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1. Refrigerator—30 cu. ft. 

2. Tilting racks for 5 gal. bottles 

3. Drug cabinets 18" above counters 

(adjustable shelves) 

4. Prescription files 

5. Counters 39" high x 24'' wide black lin- 
oleum tops; cabinets with adjustable 
shelves below 

a. Built in waste receptacle 

Narcotic safe 

Electric dumbwaiter 


PN OM 


Sink with drainboard and graduate rack, 


maceutical Association. 7:274-275, 
June 1946, provides 1,728 square 
feet for a 250-bed hospital with an 
outpatient department. A general 
rule of 600 square feet for a 100-bed 
hospital and 500 square feet for 
each additional 100 beds seems to 
give about the correct amount of 
space to render the best service. 

The pharmacy should be well 
lighted with fluorescent lights and 
should be well ventilated. A room 
with outside windows is preferable. 
To hasten the delivery of medica- 
tions to the nursing stations, a 
pneumatic tube system is recom- 
mended, and for larger containers 
an electric dumb waiter leading 
from the pharmacy to the upper 
floors is recommended. 

There should be a_ window 
through which prescriptions are 
dispensed to outpatients and nurs- 
es. Seats must be provided outside 
this window for the patients who 
are waiting. It is a mistake to have 
a dutch door and attempt to use it 
as a doorway and a window for 
dispensing drugs. 
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SUGGESTED PLAN FOR A PHARMACY 
IN A 200-BED GENERAL HOSPITAL 


cabinet below 
8a. Sink with bottle rinser 
9. Prescription Balance 
11. Glass enclosed shelves 
12. Prescription counter with shelves above 
and drawers below 
13. Schwartz cabinets (back to back) 
4. Work table 4'x5!/.' with shelf above cen- 


10. Typewriter 


If there is a large outpatient 
service, then two windows may be 
desirable, one for receiving pre- 
scriptions and the other for issuing 
the medications. In some instances, 
the second window may be desira- 
ble for issuing special medications 
to the nurse, attendant or physician 
so that they will not be delayed by 
dispensary patients. 

One room should be provided for 
compounding prescriptions and fill- 
ing routine hospital floor supplies. 
This room should be about 350 
square feet in size for a 100-bed 
hospital and 500 square feet for a 
400-bed hospital. In this room there 
must be a good safe for the storage 
of narcotics and a walk-in type re- 
frigerator for the storage of biolog- 
icals, antibiotics and the like. 

The refrigerator room for a 400- 
bed hospital should contain about 
go square feet. The federal law re- 
quires the storage of alcohol in a 
separate room. This room should 
be of fireproof construction and 
must conform with local fire regu- 
lations. 





ter, cabinets below 

15. Window for issuing medications (sliding 
door) 

16. Filter stand 

17. Gas plate 18. Shelves 

19. Preparation unit for parenteral solutions 

20. Water still 10 gal. per hr. capacity 

21. Autoclave 22. Barrels 


The ideal plan will have the en- 
tire pharmacy department on one 
floor. This arrangement will be 
found to be a great “step saver” 
and will be a much more efficient 
arrangement than if located on two 
floors. A storage room is too often 
overlooked in hospital plans. This 
room should have an _ ample 
amount of adjustable steel shelves 
and barrel racks and, as indicated, 
should be adjoining the prescrip- 
tion 100m. 

An office for the chief pharma- 
cist is a necessary part of the plans. 
Here all records, requisitions and 
invoices are priced, recorded and 
filed. A good library for ready relf- 
erence on drugs and chemicals, 
pharmacology, and therapeutic uses 
should be at hand with a reading 
table for the intern or physician. 

The amount of manufacturing to 
be done will vary with the size ol 
the hospital, and the amount ol 
space needed for this purpose like- 
wise will be in proportion to the 
number of patients. Sufficient space 
should be allowed, as the hospital 
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23. Alcohol storage room 

24. Desk 25. Chair 

26. Filing cabinet 4 drawer letter size 
27. Book case 

28. Table with book shelf 

29. Wardrobe cabinet 

30. Telephone 

31. Bottle racks for draining bottles 
32. Exhaust fan 

O—Fluorescent ceiling lights 
G—Gas outlet 





A—Compressed air outlet 

































































































pharmacist can save the hospital 
hundreds of dollars a year through 
the manufacture of ointments, elix- 
irs, solutions and the like. Hospi- 
tals with a closed staff where treat- 
ment and medications are more or 
less standardized, and hospitals for 
indigent patients offer the greatest 
opportunities to manufacture prep- 
arations for use in the hospital. 


Parenteral solutions can be pre- 
pared profitably in the hospital by 
the pharmacist. In a hospital of 400 
beds, the preparation of liter bot- 
tles of sterile solutions alone can 
easily result in the saving of several 
thousand dollars a year, even allow- 
ing for extra labor needed and the 
cost of the equipment. This would 
necessitate a separate room adjoin- 
ing the pharmacy. A room of 300 
square feet is sufficient for the aver- 
age hospital. The sterilizers in the 
central supply room, which should 
be nearby, can be used without du- 
plicating this piece of equipment. 
This room, as well as the manufac- 
turing room, should be provided 
with floor drains and ample electric 
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outlets. A large double sink, bottle 
washer, bottle racks and a hot air 
sterilizer also are needed. 


The equipment should be mod- 
ern and adequate for the pharmacy 
to render the best service. Balances, 
graduates, filter press, electric stir- 
ers, ointment mill, mixers and 
water still are the most essential 
pharmaceutical items needed. The 
fixtures should be of light colored 
woodwork, or enameled white. 
Schwartz or other similar type cab- 
inets should be used for’storage of 
some of the medications. A floor 
of asphalt tile is very serviceable. 

In submitting a plan for a phar- 
macy, the needs of a 200-bed_ hos- 
pital were considered since the ma- 
jority of hospitals are 200 beds or 
less. Plans necessarily must be 
altered to conform with the space 
available in the building. The 
amount of space will be much 
greater if there is a large outpa- 
tient department. 

The cabinets above and below 
the counters in the dispensing room 
will furnish considerable storage 






space. Cabinets of the Schwartz 
type are desirable for convenience 
in arranging the stock, to keep it 
clean and present a more pleasing 
appearance. As shown in the plan, 
open shelves would be used on 
counter 12 and table 14, for fre- 
quently used drugs and chemicals. 
Each cabinet should be numbered 
and bear an index card of the items 
within. 

Counters should be gg to 40 inch- 
es above the floor. The electric 
dumbwaiter is an important part of 
the plan because it will carry orders 
to and from the floors, saving much 
time of the nurse or attendant. 

The main points for considera- 
tion when planning a new hospital 
pharmacy, are, (1) a central loca- 
tion to minimize trafic and time 
spent in delivering drugs, (2) ade- 
quate space to be able to render the 
best service’ and allow for future 
growth, (3) a compact, orderly ar- 
rangement for efficiency, and (4) 
modern and sufficient equipment to 
give good service and to promote 
economy in the cost of medications. 
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Hditortals 


The Shelf Up to Date 


ATTENTION IS CALLED to a special project of the 
Bacon Library Committee that is reported in this 
month’s Reference Guide, page 68. Compiled there is 
the revised list of books recommended for a personal 
library on hospital administration. 

The first such list was produced more than two years 
ago, and it has been almost doubled in the first re- 
vision. Some of the 22 titles are familiar to many mem- 
bers, as they should be. Two have not yet come from 
the press, and this is also as it should be. 

Under the chairmanship of Dr. Harvey Agnew, the 
committee has made a valuable contribution, and it 
has had some interesting arguments along the way. 
While no one will contend that the literature of hospi- 
tal administration has reached its peak, this list of 
titles is impressive. 
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GRC Is Also a Challenge 


THREE FEDERAL AGENCIES that buy a great deal of 
service from voluntary hospitals have agreed to pay for 
it according to the new government reimbursable cost 
formula, and this is a milestone. 

The new formula is explained in the Washington 
Service Bureau’s Bulletin No. 73. It is substantially 
all that the American Hospital Association had asked 
for after full discussion which ended with action by 
the House of Delegates. Its adoption marks a change 
in direction that will affect hospital financial opera- 
tions favorably in many ways. 

Two of the nine major improvements have an im- 
mediate effect of increasing the rate of income for all 
service purchased by the Veterans Administration, the 
Children’s Bureau and the Office of Vocational Re- 
habilitation. 

One of these is abolishment of the 15 per cent dif- 
ferential for ward service. Second is the rule that a 
hospital may figure current charges on a basis of the 


previous six months’ experience, instead of the pre- 
vious 12 months’ experience. In addition, Catholic 
hospitals may now include in their rates a charge for 
the services of Sisters. 

More significant in the long run is agreement on 
the point that a routine charge may be made for de- 
preciation. This amounts to much more than increased 
income, for it will go far toward establishing the prin- 
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ciple that depreciation is a proper charge against the 
cost of service. 

Many hospitals have never accounted for wear and 
tear on physical facilities simply because their account- 
ing methods were not equal to it. Others have re- 
frained as a matter of principle, some trustees feeling 
that plant replacement should be financed by chari- 
table contributions. 

Without entering into this philosophical discussion, 
the new formula merely makes it possible for a hos- 
pital to charge for depreciation, if it wishes to do so. 
Those that have avoided depreciation figures in order 
to avoid work will find themselves paying a high 
penalty for the privilege. Certainly anything that en- 
courages up-to-date accounting in the hospital is good. 

Although it is hardest of all to see, and to keep in 
perspective, the new formula’s greatest potential for 
good is this: It erases the chief barrier to a wider use 
of voluntary hospital facilities by the Veterans Admin- 
istration. 

Present officials of the Veterans Administration are 
anxious to use existing voluntary beds, rather than 
build expensive new ones. They have now shown 
themselves willing to pay actual costs, based on the 
most liberal formula yet devised. 

The barrier has been erased, but not the threat ol 
overbuilt government facilities and empty voluntary 
beds. The threat will remain unless state associations 
and individual hospitals accept the invitation that is 
thus extended. Such an opportunity may not come 
again. 
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Hospitals and Labor Law 


SOME BADLY NEEDED BACKGROUND for the conduct of 
hospital personnel relations has been filled in with 
President John H. Hayes’ statement to the Senate and 
House committees that are concerned with writing 
federal labor law. 

This statement is devoted largely to explaining the 
singular nature of the nonprofit hospital as an em- 
ployer. It concludes with a suggestion that the Wagner 
Labor Relations Act be amended so that nonprofit 
hospitals are specifically exempted from regulations 
that were written with industrial employers in mind. 

The request for exemption is based on a fact that is 
simple but not too obvious. Collective bargaining, sup- 
ported by the right to strike, is a byproduct of the old 
sociological conflict between capital and labor. It is a 
device whereby those who toil for a profit-making enter- 
prise may divert some of the profits into higher wages 
and better working conditions for themselves. ‘The 
simple fact that nonprofit hospitals have no profits to 
be divided usually is overlooked in the heat of debate 
over other issues. 

Sometimes the essential fact is not so much over- 
looked as ignored. The argument is made that all 
workers, no matter who their employer, should have 
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the same legal backing for their collective bargaining 
activities. If this were accepted it is very obvious gov- 
ernment would soon be powerless in the hands of its 
employees, and so government has exempted itself. 
In doing this it has had to recognize that public interest 
can transcend the self-determination rights of em- 
ployees. 

Hospitals are not government, but their position 
here is somewhat the same. ‘The government’s public 
is made up of taxpayers; the hospital’s of citizens under 
medical care, many of them in need of uninterrupted 
service if they are to live. 

All this is elementary to persons who are familiar 
with a hospital’s day-to-day functioning in the com- 
munity, but.it is not generally understood. If laying 
these truths before Congress helps to establish them 
in law, a great good will have been accomplished. 

In asking for exemption, however, hospitals incur a 
moral obligation they dare not forget. Mr. Hayes put 
this into the record with his statement when he quoted 
part of a resolution adopted by the House of Delegates 
last October. It is repeated here as a reminder: 

“The American Hospital Association endorses the 
best possible working conditions for all hospital per- 
sonnel and realizes the demanding service required of 
those who serve patients. Much has been done to im- 
prove conditions for hospital personnel. The adminis- 
tration of hospitals, too, must bear in mind its dual 
responsibility toward those rendering hospital care and 
those who receive such care.” 
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For the Fall Class 


THE 1947 DRIVE to recruit student nurses differs from 
all earlier drives in one respect: The American Hos- 
pital Association has found it necessary to assume 
leadership, since the need for quick action precluded 
its arranging in advance for official participation by 
all interested agencies. 

The current drive resembles all others, however, in 
that success in filling classrooms next fall will depend 
largely on the intensity and adroitness of local recruit- 
ing efforts. 

A sum of $10,000 has been set aside by the Board of 
Trustees, but this can be only the nucleus of a cam- 
paign fund. Hospitals with schools of nursing are 
asked to levy an assessment against themselves, and all 
other employers of nurses are invited to contribute. 
If the fund is to be adequate, money must come from 
many places. 

Association headquarters has turned to the job of 
preparing literature and assembling information for 
distribution through the field. The National Advertis- 
ing Council again recognizes nurse recruitment as a 
vital problem. Because of this there can be a national 
backdrop of publicity, and in the production of pro- 
Motion material it is possible to stretch the campaign 
dollar to many times its original size. 
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As these several efforts are carried out, it may be 
useful to keep in mind the fact that this year’s cam- 
paign involves an experience that is potentially valu- 
able. It will be worth something for hospitals, by their 
own efforts alone, to have guided their schools of 
nursing through an adverse period. 
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A National Blood Bank 


How CAN HospPITAaLs, scattered through thousands of 
communities, be fitted effectively into the administra- 
tion of a national blood bank? 

One heritage of the war has been an increased de- 
mand for blood and plasma. The demand would be 
greater still if the supplies were greater, and there is 
no doubt that more and more will be needed as time 
passes. Research on the therapeutic values of blood 
derivatives has just begun. 

With each community left to its own resources, ade- 
quate blood bank services would be bound to develop 
unevenly. Small communities necessarily would trail 
the larger ones, and rural areas would lag far behind 
both. This uneven progress could be avoided if the 
right kind of nationwide program were set in motion. 

The problem is to organize a program that will yield 
the advantages of central direction and leadership 
without also yielding more than a fair share of dis- 
advantages. In any such undertaking there is a natural 
urge to streamline administrative procedures, and a 
natural tendency to overdo it. While the laudable goal 
is efficiency at the top, some familiar byproducts at the 
bottom are friction and indifference. 

Hospitals could contribute a great deal to a nation- 
ally directed blood bank program, and they would ask 
for little in return. For the most part they would ask 
only for a voice in planning the parts they are to play. 
If some of them are a little wary today of any and all 
national campaigns, this can be traced to a bad ex- 
perience in which it was forgotten that they have 
community relations problems of their own. 

The question of how to fit hospitals into a national 
blood bank program is pertinent just now because the 
American Red Cross is planning such a_ program. 
The American Hospital Association has been asked 
to approve, and at its last meeting the Board of 
Trustees tentatively endorsed the idea, meantime ask- 
ing for more details. (See news section, this issue of 
HospIirats). 

Perhaps more than any other organization the Amer- 
ican Red Cross has sufficient facilities, personnel and 
experience to coordinate the diverse activities that 
would go into establishing and maintaining a national 
blood bank. In some respects, however, this project 
would be more difficult to manage than some others in 
which hospitals and Red Cross chapters have collabo- 
rated. Presumably it would be a permanent program 
calling for permanently good relationships at all the 
points of contact. 
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ASSOCIATION COMMITTEES 





HE COORDINATING COMMITTEE 
‘Lew approved the appointments 
of American Hospital Association 
committee members for 1947. 

Named by the chairmen of five 
councils, the newly-appointed mem- 
bers will hold office until the an- 
nual convention next September. 
They will work on various proj- 
ects designed to study and improve 
hospital care throughout the coun- 
try. 

Committee members are as fol- 
lows: 


STANDING AND BOARD 
COMMITTEES 


Nomination of Officers 


Chairman: J. Stanley Turk, Ohio 
Valley General Hospital, Wheeling, 
W. Va.; Herbert A. Black, M.D., 
Parkview Hospital, Pueblo, Colo.; 
Frank J. Walter, Good Samaritan 
Hospital, Portland, Ore.; Donald C. 
Smelzer, M.D., Germantown Dis- 
pensary and Hospital, Philadelphia, 
and Grace 'T. Crafts, R.N., Madison 
(Wis.) General Hospital. 


Nomination of Assembly Delegates 


Chairman: J. V. Buck, Murphy 
Memorial Hospital, Whittier, 
Calif.; Morris Hinenburg, M.D., 
Jewish Hospital, Brooklyn; A. J. 
Swanson, Toronto Western Hospi- 
tal, Toronto, Ont.; Ralph E. Hues- 
ton, Hurley Hospital, Flint, Mich., 


and Esther Wolfe, R.N., St. An- 
drew’s Hospital, Minneapolis. 


By-Laws 

Chairman: Graham L. Davis, W. 
K. Kellogg Foundation, Battle 
Creek, Mich.; Arthur C. Bach- 
meyer, M.D., University of Chicago 
Clinics, Chicago; Edgar C. Hay- 
how, Ph.D., East Orange (N. J.) 
General Hospital; Arden E. Hard- 
grove, John N. Norton Memorial 
Infirmary, Louisville, and F. Stan- 
ley Howe, Orange (N. J.) Memorial 
Hospital. 


Resolutions 

Chairman: Jessie J. Turnbull, 
R.N., Elizabeth Steel Magee Hos- 
pital, Pittsburgh; J. Douglas Col- 
man, Associated Hospital Service, 
Baltimore; F. S. Groner Jr., South- 
ern Baptist Hospital, New Orleans; 
A. C. Jensen, Fairmont Hospital of 
Alameda County, San Leandro, 
Calif., and F. Stanley Howe, 
Orange (N. J.) Memorial Hospital. 


Approval of Publications 
Chairman: Florence King, Jew- 
ish Hospital, St. Louis; Howard E. 
Bishop, Robert Packer Hospital, 
Sayre, Pa., and Charles F. Wilinsky, 
M.D., Beth Israel Hospital, Boston. 


Award of Merit 
Chairman: Rt. Rev. Msgr. M. F. 
Griffin, 13824 Euclid Avenue, Cleve- 


land; Robert E. Neff, Methodist 
Hospital, Indianapolis, and How- 
ard E. Bishop, Robert Packer Hos- 
pital, Sayre, Pa. 


Finance 


Chairman: John H. Hayes, Lenox 
Hill Hospital, New York City; A. C. 
Bachmeyer, M.D., University of 
Chicago Clinics, Chicago, and 
George Bugbee, American Hospital 
Association, Chicago. 


Joint Advisory Committee of Nine, 
Representing the American, 
Catholic and Protestant 
Hospital Associations 


Chairman: John H. Hayes, Lenox 
Hill Hospital, New York City; 
John N. Hatfield, Pennsylvania 
Hospital, Philadelphia, and Charles 
F. Wilinsky, M.D., Beth Israel Hos- 
pital, Boston. 


Code of Ethics 


(Joint Committee with American 
College of Hospital Administrators) 

Chairman: Harvey Agnew, M.D., 
Canadian Hospital Council, Tor- 
onto, Ont.; Malcolm T. MacEach- 
ern, M.D., American College of 
Surgeons, Chicago; Rt. Rev. Msgr. 
M. F. Griffin, 13824 Euclid Ave., 
Cleveland; Ada Belle McCleery, 
R.N., 217 South First Street, Gene- 
va, Ill, and James A. Hamilton, 
University of Minnesota, Minne- 
apolis. 
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ADMINISTRATIVE PRACTICE 


Purchasing, Simplification and 
Standardization 


Chairman: Paul L. Burroughs, 
Pennsylvania Hospital, Philadel- 
phia; C. O. Auslander, Michael 
Reese Hospital, Chicago, and Wal- 
do W. Buss, University Hospital, 
Ann Arbor, Mich. 


Division on Simplification and 
Standardization— Chairman: Waldo 
W. Buss, University Hospital, Ann 
Arbor, Mich., C. O. Auslander, 
Michael Reese Hospital, Chicago; 
R. M. Porter, Children’s Hospital, 
Columbus, Ohio; Dewey Palmer, 
Hospital Bureau of Standards and 
Supplies, New York City; James F. 
Best, Society of the New York Hos- 
pital, New York City; Warren W. 
Irwin, Strong Memorial Hospital, 
Rochester, N. Y.; Paul L. Bur- 
roughs, Pennsylvania 
Philadelphia; Neal R. 
Johns Hopkins Hospital, Balti- 
more; John T. Higgins, Deputy 
Commissioner on Purchasing for 
State of N. Y., Albany, and Lee S. 
Lanpher, Lutheran Hospital, Cleve- 
land. 


Division on Purchasing and Insti- 
tutes—Chairman: C. O. Auslander, 
Michael Reese Hospital, Chicago; 
Waldo W. Buss, University Hospi- 
tal, Ann Arbor, Mich.; A. C. Sea- 
well, Pottstown (Pa.) Hospital; O. 
K. Fike, Miami Valley Hospital, 
Dayton, Ohio; Rudolf G. Hils, Buf- 
falo (N.Y.) General Hospital; W. 
W. Butts, St. Luke’s Hospital, Beth- 
lehem, Pa.; Nellie Gorgas, St. Bar- 
nabas Hospital, Minneapolis; Roy 
R. Prangley, St. Luke’s Hospital, 
Denver; Hal G. Perrin, General 
Hospital, Kansas City, Mo.; John 
A. Dare, Virginia Mason Hospital, 
Seattle; Martin H. Gerry III, Pur- 
chaser of Supplies, City and County 
of San Francisco; William Klein, 
University of Minnesota Hospitals, 


Johnson, 
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Minneapolis, and I. E. Behrman, 
Newark (N.J.) Beth Israel Hospi- 
tal, Newark. 


Advisory Members—William E. 
Braithwaite, Division of Simplified 
Practice, National Bureau of Stand- 
ards, Washington; H. M. Lawrence, 
American Standards Association, 
New York City; G. R. Studebaker, 
Office of Surplus Property, U. S. 
Public Health Service, Washington; 
Walter Kirkman, Director, Na- 
tional Association of Purchasing 
Agents, State Dept. of Budget and 
Procurement, Baltimore; Albert 
Pleydell, Director, Institute on 
Governmental Purchases, Washing- 
ton, and Malcolm T. MacEachern, 
M.D., American College of Sur- 
geons, Chicago. 

Children’s Hospitals 

Chairman: J. E. deBelle, M.D.., 
Children’s Memorial Hospital, 
Montreal; Edward P. Street, Chil- 
dren’s Hospital, Philadelphia; Ger- 
trude R. Folendorf, R. N., Shriners’ 
Hospitals for Crippled Children, 
San Francisco; M. P. Tanner, Chil- 
dren’s Hospital, Buffalo, and Alma 
F. Vaupel, Milwaukee Children’s 
Hospital, Milwaukee. 


Accounting and Statistics 

Chairman: Charles G. Roswell, 
United Hospital Fund of New 
York, New York City; E. H. Ertel, 
Community Chest of Philadelphia 
and Vicinity; M. R. Kneifl, Cath- 
olic Hospital Association, St. Louis; 
Charles H. Pimlott, University Hos- 
pitals, Cleveland; George P. Harris, 
Duke Endowment, Charlotte, N.C.; 
Louis Block, Dr. P. H., chief, Sta- 
tistics and Accounting Sections, 
Division of Hospital Facilities, U. S. 
Public Health Service, Washington; 
Stanley Pressler, Indiana Univer- 
sity, School of Business, Blooming- 
ton, Ind.; Arthur H. Hibson, Grace- 
New Haven (Conn.) Community 
Hospital; Allan McLean, Inspector 


of Hospital Accounting for British 
Columbia, Department of Provin- 
cial Secretary, Vancouver, B. Pe 
and Walter M. Oliver, Children’s 
Hospital, San Francisco. 
Housekeeping 
Chairman: Anthony J. J. Rourke, 
M.D., Stanford University Hospi- 
tals, San Francisco; Alta M. La- 
Belle, Michael Reese Hospital, Chi- 
cago; Edith Grabau, Presbyterian 
Hospital, New York City; Mrs. 
Cecile Tracy Spry, General Hos- 
pital, Everett, Wash.; G. M. Han- 
ner, Good Samaritan Hospital, 
Phoenix, Ariz., and Leroy P. Cox, 
Woonsocket (R. I.) Hospital. 


Personnel Relations 

Chairman: Everett W. Jones, 
The Modern Hospital, Chicago; R. 
Oswald Daughety, Hermann Hos- 
pital, Houston; James W. Stephan, 
Department of Public Health, Uni- 
versity of Minnesota, Minneapolis; 
E. Dwight Barnett, M.D., Harper 
Hospital, Detroit; C. R. Uphoff, 
chief, Civilian Personnel Division, 
Office of the Surgeon General, Wash- 
ington; J. A. Katzive, M.D., Mount 
Zion Hospital, San Francisco; J. H. 
Service, Albany (N.Y.) Hospital, 
and Norman Bailey, Michael Reese 
Hospital, Chicago. 


PROFESSIONAL PRACTICE 


To Cooperate with the 
American Registry of 
Physical Therapy Technicians 


Chairman: M. F. Steele, M.D., 
Christ Hospital, Cincinnati; G. S. 
Luther, Loma Linda (Calif.) Sani- 
tarium and Hospital, and Esther 
Wolfe, R.N., St. Andrew’s Hospital, 
Minneapolis. 


Representative to the 
Educational Board of the 
American Association of 

Medical Record Librarians 


Hugo V. Hullerman, M.D., Amer- 
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ican Hospital Association, Chicago. 
Morbidity Statistics 


Chairman: Wilmar M. Allen, 
M.D., Hartford (Conn.) Hospital; 
Selwyn Collins, M.D., National In- 
stitute of Health, Bethesda, Md.; 
Edwin L. Crosby, M.D., Johns Hop- 
kins Hospital, Baltimore, and Hal- 
bert L. Dunn, M.D., Bureau of 
Vital Statistics, Washington. 


Representative to the 
American Association of 
Nurse Anesthetists 


Frank R. Bradley, M.D., Barnes 
Hospital, St. Louis. 


Representative to the 
American Committee on 
Maternal Welfare 


G. Otis Whitecotton, M.D., 
Alameda County Institutions, Oak- 
land, Calif. 


Representative to the Council on 
Rheumatic Fever of the 
American Heart Association 

E. L. Harmon, M.D., Grasslands 
Hospital, Valhalla, N.Y. 


Disaster Relief and Epidemics 


Chairman: Charles T. Dolezal, 
M.D., City Hospital, Cleveland; E. 
Dwight Barnett, M.D., Harper Hos- 
pital, Detroit, and Regina H. Kap- 
lan, Leo N. Levi Memorial Hos- 
pital, Hot Springs, Ark. 


Representative to Committee on 
Practical Nursing of 
United States Office of Education 
Edgar C. Hayhow, Ph.D., East 
Orange (N.J.) General Hospital. 


Members of Joint Committee with 
Association of American Medical 
Colleges and Council on Medical 
Education and Hospitals of the 
American Medical Association to 
Study Internships in the 
Present Emergency 


Chairman: F. Stanley Howe, 
Orange (N.J.) Memorial Hospital; 
A. P. Merrill, M.D., Home for In- 
curables, New York City, and Paul 
J. Spencer, Lowell (Mass.) General 
Hospital. 


Joint Committee with the National 
League of Nursing Education 


Chairman: Nathaniel W. Faxon, 
M.D., Massachusetts General Hos- 
pital, Boston; Lucius R. Wilson, 
M.D., Episcopal Hospital, Phila- 
delphia, and Sister Loretto Bern- 
ard, St. Vincent’s Hospital, New 
York City. 


Representative on the Board of 
National Nursing Council 


Donald C. Smelzer, M.D., Ger- 
mantown Dispensary and Hospital, 
Philadelphia. 


Representatives to the Advisory 
Council on Medical Education 


Robin C, Buerki, M.D., Hospi- 
tals of the University of Pennsyl- 
vania, Philadelphia; R. H. Bishop 
Jv., M.D., University Hospitals of 
Cleveland, and H. M. Coon, M.D., 
Wisconsin General Hospital, Madi- 
son. 


Representative to 
Postwar Planning Committee of 
American Medical Association 


Graham L. Davis, W. K. Kellogg 
Foundation, Battle Creek, Mich. 


Joint Committee with the 
American Association of 


Medical Social Workers 


Chairman: Wilson W. Knowlton, 
M.D., Boston Lying-in Hospital; 
R. H. Bishop Jr., M.D., University 
Hospitals of Cleveland; Lawrence 
Bradley, Strong Memorial Hospi- 
tal, Rochester, N.Y.; Gerald F. 
Houser, M.D., Faulkner Hospital, 
Boston; John B. Pastore, M.D., 
Hospital Council of Greater New 


York, New York City, and Frank 
E. Wing, Boston Dispensary. 


Committee on Tuberculosis and 
Representatives to the Joint 
Committee of the American 

Trudeau Society 


Chairman: Robin C. Buerki, 
M.D., Hospitals of the Univer- 
sity of Pennsylvania, Philadelphia; 
John B. Barnwell, M.D., Veter- 
ans Administration, Washington; 
Ralph B. Snavely, M.D., U.S. Pub- 
lic Health Service, Office of Indian 
Affairs, Chicago, and E. S. Mariette, 
M.D., Glen Lake Sanatorium, Oak 
Terrace, Minn. 


Pharmacy 


Chairman: Frank CC. Sutton, 
M.D., Rochester (N.Y.) General 
Hospital; Donald A. Clarke, Society 
of the New York Hospital, New 
York City; Don E. Francke, Uni- 
versity Hospital, Ann Arbor, Mich.; 
Hans S. Hansen, Grant Hospital, 
Chicago; John J. Zugich, Grace- 
New Haven (Conn.) Community 
Hospital; L. N. Hickernell, Univer- 
sity Hospital, Augusta, Ga., and W. 
Paul Briggs, chief, Pharmacy Divi- 
sion, Veterans Administration, 
Washington. 


Mental Hospitals 


Chairman: M. <A. ‘Tarumianz, 
M.D., Delaware State Hospital, 
Farnhurst; John R. Stone, Men- 
ninger Foundation, ‘Topeka; Jesse 
Freemont Bateman, M.D., Colum- 
bus (O.) State Hospital; Frederick 
MacCurdy, M.D., commissioner, 
Department of Mental Hygiene, 
State of New York, Albany; Daniel 
Blain, M.D., Acting Assistant Med- 
ical Director for Neuropsychiatry, 
Veterans Administration, Washing- 
ton; Samuel Hamilton, M.D., U.S. 
Public Health Service, Washington; 
H. A. Perry, M.D., Eastern State 
Hospital, Medical Lake, Wash., and 
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Frank Fremont-Smith, M.D., Josiah 
Macy Jr. Foundation, 565 Park 
Ave., New York City. 


Representatives on Advisory Board 


for Medical Specialties 


Frank R. Bradley, M.D., Barnes 
Hospital, St. Louis, and Robin C. 
Buerki, M.D., Hospitals of the Uni- 
versity of Pennsylvania, Philadel- 
phia. 


Representative to 
American Nurses’ Association 
Professional Counseling and 

Placement Service 


Donald C. Smelzer, M.D., Ger- 
mantown Dispensary and Hospital, 
Philadelphia. 


Consultant to Joint Committee 
of the American Nurses’ Association 
and the National Organization for 

Public Health Nursing on 
Nursing in Prepayment Health Plans 


George Bugbee, American: Hos- 
pital Association, Chicago. 


Committee with American 
Public Health Association 


Chairman: E. Dwight Barnett, 
M.D., Harper Hospital, Detroit; 
Graham L. Davis, W. K. Kellogg 
Foundation, Battle Creek, Mich.; 
Robin C. Buerki, M.D., Hospitals 
of the University of Pennsylvania, 
Philadelphia; A. P. Merrill, M.D., 
Home for Incurables, New York 
City, and Charles F. Wilinsky, 
M.D., Beth Israel Hospital, Boston. 


Representative to Joint 
Committee of National League of 
Nursing Education and 
National Organization for 
Public Health Nurses on 


Tuberculosis Nursing 


William G. Childress, M.D., 
Grasslands Hospital, Valhalla, N.Y. 


Representative to the 
National Council on Rehabilitation 


Herbert M. Wortman, M.D., 
Mountainside Hospital, Montclair, 
N.J. 

Representative to the 
National Conference for 


Cooperation in Health Education 


Edgar C. Hayhow, East Orange 
General Hospital, East Orange. 


General Advisory Committee to the 
Controlled Pediatric Nursing 
Service Study 


Herbert Wortman, M.D., Moun- 
tainside Hospital, Montclair, N.]. 


HOSPITAL PLANNING AND 
PLANT OPERATION 


Hospital Architects Qualifications 


Chairman: A. W. Snoke, M.D., 
Grace-New Haven (Conn.) Com- 
munity Hospital; Frank R. Brad- 
ley, M.D., Barnes Hospital, St. 
Louis; Francis V. Bulfinch, archi- 
tect, Boston; Carl A. Erikson, archi- 
tect, Chicago; H. Eldridge Hanna- 
ford, architect, Cincinnati; Fraser 
D. Mooney, M.D., Buffalo (N.Y.) 
General Hospital; George D. Sheats, 
Baptist Memorial Hospital, Mem- 
phis; George Spearl, architect, St. 
Louis, and Lucius R. Wilson, M.D., 
Episcopal Hospital, Philadelphia. 


Repairs and Maintenance 


Chairman: J. J. Golub, M.D., 
Hospital for Joint Diseases, New 
York; J. V. Buck, Murphy Memori- 
al Hospital, Whittier, Calif.; Joseph 
Hogan, U. S. Public Health Service, 
Washington, D. C.; Leland J. 
Mamer, Evanston (Ill.) Hospital; 
Henry H. Miller, George W. Hub- 
bard Hospital, Nashville, Tenn.; 
Oscar Olson, Wisconsin General 
Hospital, Madison, and William L. 
Wilson Jr., George F. Geisinger 
Memorial Hospital, Danville, Pa. 


Air Sterilization and Conditioning 
Chairman: A. W. Snoke, M.D., 


Grace-New Haven (Conn.) Hospi- 
tal; Ray E. Brown, University of 
Chicago Clinics, Chicago; W. P. 
Morrill, M.D., American Hospital 
Association, Chicago; Harvey H. 
Weiss, Sinai Hospital, Baltimore, 
and W. F. Wells, University of 
Pennsylvania, Philadelphia. 


Safety 

Chairman: George H. Buck, Mer- 
cer Hospital, Trenton, N.J.; Wil- 
liam E. P. Collins, Staten Island 
Hospital, Tompkinsville, N.Y.; 
Karl S. Klicka, M.D., Woman’s 
Hospital, New York City; Dorothy 
Pellenz, Crouse-Irving Hospital, 
Syracuse, N.Y.; Gerald W. Sinnott, 
M.D., Jersey City (N.J.) Medical 
Center, and (advisory) F. W. Van 
Atta, National Safety Council, Chi- 
cago. 


Hospital Planning Review Service 

Chairman: James McNee, St. 
Luke’s Hospital, Duluth; the Rev. 
John W. Barrett, Archdiocese of 
Chicago; Harold A. Grimm, Mil- 
lard Fillmore Hospital, Buffalo, 
N.Y.; V. M. Hoge, M.D., U.S. Pub- 
lic Health Service, Washington, 
D. C.; F. Ross Porter, Duke Hospi- 
tal, Durham, N.C., and Harold K. 
Wright, Methodist Hospital, Sioux 
City, Iowa. 


Hospital Facilities 
Chairman: Jacque B. Norman, 
Greenville (S.C.) General Hospital; 
D. A. Endress, Youngstown (O.) 
Hospital; William J. Donnelly, 
Greenwich (Conn.) Hospital; Lee 
C. Gammill, St. Luke’s Episcopal 
Hospital, Houston; Leo G. Schmel- 
zer, George Washington University 
Hospital, Washington, D. C., and 
Marshall Shaffer, Hospital Facil- 
ities Division, U. S. Public Health 

Service, Washington, D. C. 


GOVERNMENT RELATIONS 


Government Purchase of 
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Hospital Service 


Chairman: Fred G. Carter, M.D., 
St. Luke’s Hospital, Cleveland; 
Arden E. Hardgrove, Norton Mem- 
orial Infirmary, Louisville; the Rev. 
John J. Barrett, Catholic Hospitals, 
Archdiocese of Chicago; Charles G. 
Roswell, United Hospital Fund, 
New York City, and J. B. Norman, 
Greenville (S.C.) General Hospital. 


Veterans Relations 


Chairman: Arden E. Hardgrove, 
Norton Memorial Infirmary, Louis- 
ville; Rev. Donald A. McGowan, 75 
Union Park Street, Boston; Carl 
P. Wright, Syracuse (N.Y.) General 
Hospital; Fred G. Carter, M.D., St. 
Luke’s Hospital, Cleveland; Claude 
W. Munger, M.D., St. Luke’s Hos- 
pital, New York City, and George 
Holman, York County General 
Hospital, Rock Hill, S. C. 


Surplus Property Committee 


Gerhard Hartman, State Univer- 
sity of Iowa Hospital, lowa City; 
Warren W. Irwin, Strong Memorial 
Hospital, Rochester, N.Y.; Neal R. 
Johnson, Johns Hopkins Hospital, 
Baltimore; Harold T. Prentzel. 
Montgomery County Hospital, Nor- 
ristown, Pa., and Leon N. Hicker- 
nell, University Hospital, Augusta, 
Ga. 


Joint Committee with the 
American Public Welfare 
Association 


Fred G. Carter, M.D., St. Luke’s 
Hospital, Cleveland; Rt. Rev. 
Msgr. John J. Bingham, Division 
of Health and Hospitals, Catholic 
Charities of New York; Charles F. 
Wilinsky, M.D., Beth Israel Hos- 
pital, Boston; Stuart K. Hummel, 
Silver Cross Hospital, Joliet, IIL; 
Howard E. Bishop, Robert Packer 
Hospital, Sayre, Pa.; Michael M. 
Davis, M.D., Committee on Re- 
search in Medical Economics, New 
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York City, and J. Douglas Colman, 
Associated Hospital Service of Bal- 
timore. 


Workmen’s Compensation 


Chairman: Carl P. Wright, Syra- 
cuse (N.Y.) General Hospital; 
Harold C. Mickey, Duke Hospital, 
Durham, N.C.; F. Stanley Howe, 
Orange (N.J.) Memorial Hospital; 
Harold Hamilton, Brewster Hospi- 
tal, Holdrege, Neb., and Bernard 
McDermott, Long Island College 
Hospital, Brooklyn. 


COUNCIL ON ASSOCIATION 
RELATIONS 


Subdivisions of the Association 


Chairman: Ralph H. Hueston, 
Hurley Hospital, Flint, Michigan; 
Albert G. Hahn, Deaconess Hospi- 
tal, Evansville, Ind.; Frederick R. 
Hill, M.D., Thayer Hospital, Wa- 
terville, Me.; John G. Dudley, Me- 
morial Hospital, Houston, Texas, 
and Delbert L. Pugh, Columbus, 
(O.) Hospital Federation. 


Membership 


Chairman: T. H. Haynes, Knox- 
ville (Tenn.) General Hospital; 


Francis J. Bath, Creighton-St. Jos- 
eph Hospital, Omaha; Sister M. 
Cornile, R.N., St. Joseph’s Infirm- 
ary, Atlanta; Thomas F. Clark, 
Association of California Hospitals, 
San Francisco; R. R. Griffith, West 
Baltimore General Hospital, Bal- 
timore, and Fred A. McNamara, 
chief, Hospital Section, Bureau ol 
Budget, Washington, D. C. 


Bacon Library 

Chairman: Harvey Agnew, M.D., 
Canadian Hospital Council, To- 
ronto, Ont.; Nellie Gorgas, St. Bar- 
nabas Hospital, Minneapolis; Ada 
Belle McCleery, R.N., 217 S. First 
Street, Geneva, Ill.; Joseph Turner, 
M.D., Mt. Sinai Hospital, New 
York City, and William L. Wilson 
Jr., George F. Geisinger Memorial 
Hospital, Danville, Pa. 


Manual for Organizing and 
Conducting Hospital Meetings 
Chairman: A. F. Branton, M.D., 
Baroness Erlanger Hospital, Chat- 
tanooga, Tenn.; Thomas F. Clark, 
Association of Western Hospitals, 
San Francisco, and M. T. Mac- 
Eachern, M.D., American College 
of Surgeons, Chicago. 





“This year, I would like to say a 
word about autopsies, because to 
many, these are often belittled and 
much misunderstood. Actually, an 
autopsy well done and carried through 
to completion—and this requires 
great expense on the part of the hos- 
pital and hours and hours of work, 
is the greatest contribution of the 
pathologist, not alone to the hospital, 
but to medicine at large. How can one 
diagnose a disease accurately, treat a 
disease rationally, prevent a disease 
successfully, or offer an_ intelligent 
prognosis, if one does not understand 
the disease at hand? It would not be 
unfair to say that most of our knowl- 
edge of disease has been derived from 





A Great Contribution to Medicine 


a study of post mortem material. To 
many, the term ‘research’ is only asso- 
ciated with test tubes, syringes, guinea 
pigs and rabbits. Actually, there is no 
more important form of research or 
investigation in the field of medicine 
than may be carried out through a 
painstaking study and examination of 
the body after death. There will 
always be disease, and there will 
always be death, and it is the respon- 
sibility of the pathologist to rid these 
of both mysticism and ignorance.” 
From a statement by the pathologist 
and director of laboratories in the an- 
nual report of Cambridge (Mass.) Hos- 
pital for 1945. Dr. Albert C. Engelbach 
is director, Dr. Frederic A. Washburn 


is consulting director and Robert Wal- 
cott is president. 
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3, LIQUID P.O.B. 





2 READY-TO-USE 


No cartridge to 
insert or change 


At Last— — 


A simple, disposable 





Penicillin Oil-and-Wax syringe 


1. PULL-BACK PLUNGER ... permits you to test for accidental puncture of a vein just as you 
always do. Simply pull back on the plunger. If no blood is 
aspirated —inject with confidence. 


2 READY-TO-USE ....... Cutter’s Penicillin Oil-and-Wax syringe is ready to use “as is!” 


Ze NO HEATING ......... This suspension at room temperature behaves like salad oil—rather 
than like butter. Easy to administer. (Cutter P.O. B. in vials 
also flows freely at room temperature!) 


4, ““KNEE-ACTION” HILT... acts as shock absorber. Needle is mounted in rubber, allowing 
“play” without danger of snapping needle. After using, toss 
the entire syringe away. 


NO NEED TO ACCEPT A SUBSTITUTE .. . If these easy, ready-to-use Cutter syringes are not 
in stock, your pharmacist 
can get them...if you say 

| 
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“Reference Guide 








A BASIC LIBRARY FOR HOSPITAL ADMINISTRATORS 


HE Bacon Library Committee has approved a list 
Tor books recommended as a basic library for hos- 
pital administrators. These are the books that should 
be readily available for consultation as a source of 
information to the administrator. The present list is 
a revised and enlarged edition of the list previously 
approved by the committee. Substitutions of more 
useful titles and additions of texts which have since 
been published make this list more comprehensive 
than the first one. 

The books have been chosen to provide both refer- 
ence and background reading for the administrator 
on the various phases of hospital organization. New 
titles appearing on this list have been reviewed in the 
Bacon Library section of Hosprrats as they were re- 
ceived from the publishers. An attempt has been made 


to include outstanding books on the major spheres o! 
interest and activity in those cases where worthwhile 
books have been written. Specialized texts on depart- 
mental procedures that pertain more directly to the 
department head have not been included. 

Members of the Bacon Library Committee are Har- 
vey Agnew, M.D., chairman; Ada Belle McCleery, 
R.N.; Nellie Gorgas, M.A.; Joseph Turner, M.D., and 
William L. Wilson Jr. 





The following books are not available for pur- 
chase from the headquarters office of the Associ- 
ation, but should be obtained from the local 
book seller or the publishers. 

















Allen, Raymond B., M.D., Ph.D. 
Medical Education and the 
Changing Order. New York, The 
Commonwealth Fund. 1946. 42 
p. $1.50. 

Bachmeyer, Arthur C., M.D. and Hart- 

man, Gerhard, Ph.D., editors. 

The Hospital and Modern Soci- 
ety. First and Second Editions.* 
New York, The Commonwealth 
Fund. 1943. 782 p. $5. 


Butler, Charles and Erdman, Addison. 
Hospital Planning. New York, 
F. W. Dodge Corporation. 1946 
236 p. $15. 

Commission on Hospital Care.* 
Hospital Care in the United 


States. New York, The Common- 
wealth Fund. 1947. 


Corwin, E.H.L. 
The American Hospital. New 
York, The Commonwealth Fund. 
1946. 226 p. $1.50. 


Emerson, Haven, M.D. 


Administrative Medicine. New 
York, Thomas Nelson and Sons. 


1941. 839 p. $7.50. 
Gelinas, Agnes, R.N. 


Nursing and Nursing Education. 
New York, The Commonwealth 
Fund. 1946. 72 p. $1. 


Goldwater, S. S., M.D. 


68 


Our Hospitals.* New York, Mac- 


millan. 1947. 


Gulick, Luther and Urwick, L. 


Papers on the Science of Admin- 


istration. New York, Columbia 
University. 1939. 189 p. $3. 


Gunn, Selskar and Platt, Philip S. 
Voluntary Health. Agencies. New 
York, Ronald Press. 1945. 364 p. 


Hayt, Emanuel and Hayt, Lillian R. 
Legal Guide for American Hos- 
pitals. New York, Hospital Text- 
book Company. 1940. 600 p. $5. 


Hiscock, Ira V., Ph.D. 
Community Health Organiza- 
tion. New York, The Common- 
wealth Fund. 1939. 318 p. $2.50. 


Hiscock, Ira V., Ph.D. 
Ways to Community Health Edu- 
cation. New York, The Common- 
wealth Fund. 1939. 306 p. $3. 


MacEachern, Malcolm T., M.D. 
Hospital Organization and Man- 
agement. Second edition. Chi- 
cago, Physicians’ Record Com- 
pany. 1946. 1052 p. $8.50. 

Mills, Alden B. 


Hospital Public Relations. Chi- 
cago, Physicians’ Record Com- 


pany. 1939. 412 p. $3.75. 





Hospital Association of Pennsylvania. 


Better Hospital Care for the 
Ambulant Patient. Harrisburg, 
Pennsylvania. 1946. 184 p. $1.50. 


Ponton, Thomas R., M.D. 


The Medical Staff in the Hos- 
pital. Chicago, Physicians’ Rec- 
ord Company. 1938. 300 p. $2.50. 


Rosenfield, Isadore. 


Hospitals; Integrated Design. 
New York, Reinhold Publishing 
Corporation. 1947. 308 p. $10.75. 


Roswell, Charles G. 


Accounting, Statistics and Busi- 
ness Office Procedure for Hospi- 
tals. New York, United Hospital 
Fund. 1946. 287 p. $3.50. 


Scott, Walter D. and others. 


Personnel Management, Third 
edition. New York, McGraw- 
Hill. 1941. 589 p. $4. 


Southmayd, Henry J. and Smith, Geddes. 


Small Community Hospitals. New 
York, The Commonwealth Fund. 


1945. 182 p. $2. 


Stevens, Edward F. 
The American Hospital of the 
Twentieth Century. Third edi- 
tion. New York, F. W. Dodge 
Corporation. 1928. 549 p. $7.50. 





*Scheduled for publication in 1947. 
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ARMSTRONG X-4 PORTABLE BABY INCUBATOR 
























LOW COST 


SIMPLE 








Low cost @ Underwriter approved @ Simple to operate @ Only 1 
control dial e Safe, low-cost, heat @e Easy to clean @ Quiet and 
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I'm just a simple gadget, BUT. re 


Whether a mere gadget or a complete kitchen unit, it’s impor- 
tant that your equipment is the finest available for use when 
you need it. 


Now that we have developed a compiete kitchen depart- 
ment, we supply hospitals with everything from ladles to 
operating tables; from tiny bottles of penicillin to complete 
kitchens. Behind all this is the confidence and trust you 
have placed in us over the years. From this confidence and 
trust comes our continued persistance and serserverance 
in searching world markets for exact items of exact quality. 


So whether you require a simple gadget or costly equip- 
ment, you can be certain that it’s the best product available. 
This, together with the knowledge that the Will Ross organi- 
zation is constantly doing everything to bring the finest and 
newest to hospitals is your assurance of complete satisfaction 
with everything you buy. 





--+4---------- 


MILWAUKEE 10, WISCONSIN 
Manufacturers and Distributors of Hospital and Sanatorium Supplies and Equipment 
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Dietetics Administration 


Six Time Studies in Transporting 


FOOD TO PATIENTS 


HE METHODS EMPLOYED to trans- 
Bou patients’ meals from kitch- 
en to bedside, and the time ele- 
ments involved which are described 
here, are based upon observations 
made in hospitals in the Chicago 
area. 

The hospitals visited were suffe1- 
ing from a shortage of help— (both 
as to quantity and quality), and all 
the figures obtained reflect this con- 
dition. Observations under unfa- 
vorable conditions are perhaps the 
more valuable, however, since it is 
during times of help shortage that 
a hospital’s mechanical food trans- 
portation equipment must function 
the most efficiently. 

The methods of service studied 
were those in which: (1) all trays 
of food were prepared in a central 
kitchen and sent to the various 
floors by (a) food lifts (dumbwait- 
ers), (b) food carts via elevators or 
(c) vertical tray conveyors, and (2) 
the food was prepared in a central 
kitchen and sent in bulk on food 
carts via elevators to service pan- 
tries on each floor where the trays 
were prepared and distributed. 


FOOD LIFTS (DUMBWAITERS) 


Taking these in the order given, 
transportation by food lifts should 
be considered first. This method is 
particularly suitable for the smaller 
and medium-sized hospitals. Before 
treating specific examples, a de- 
scription of modern food lifts may 
be in order. 

The most popular car size is 32” 
wide, 27” deep and 36” high. This 
size will accommodate any of the 
trays commonly used and will per- 
mit the shelves to be spaced 10” 
apart. It allows four loaded trays 
io be transported at one time, and 
leaves 18” above the top’ shelf for 
pitchers, bottles and other things. 
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ELEVATOR TRAFFIC ENGINEER, CHICAGO 


The shelves should have the lips 
turned down for ease in sliding the 
trays in and out. 

The optimum speed for a food 
lift depends on the height of the 
building. In hospitals of from five 
to eight stories a speed of from 100 
to 150 feet per minute has been 
found suitable, while in higher 
buildings 200 to 300 feet per min- 
ute may be required. The rated 
load should be 200 or 300 pounds. 
The load rating is based on the 
weight of dirty dishes stacked one 
on top of another and not on the 
weight of the food. 

The control and signal system of 
a good food lift should provide for: 


1. Sending the loaded car from 
the dispatching point to any de- 
sired floor. This means that a bank 
of buttons corresponding to the 
floors served must be provided at 
the loading point. 

2. Notifying the personnel at 
that floor that the lift has arrived. 
This is accomplished by a signal 
that is both visible and audible, lo- 
cated either above the lift door or, 
when this location is not readily 
seen, at or near the nurse’s station. 

3. Returning the lift to the dis- 
patcher at the loading point. Many 
food lifts are arranged so that the 
lift returns automatically when the 
hoistway door has been opened and 
again closed. 

4. Notifying the dispatcher that 
the lift has been returned. A light 
above the hoistway door is usually 
sufficient for this purpose. 

5. Signaling the dispatcher when 
the lift is desired at any upper floor. 
For this purpose, some installations 
utilize a button at each floor con- 


nected to an annunciator at the 
dispatching floor, while others pre- 
fer two-way microphone-speaker 
systems. 

6. Recalling the lift to the load- 
ing point. A “recall” button is usu- 
ally provided for this requirement. 

7. Informing the dispatcher when 
the hoistway door has been opened. 
A bank of signal lights correspond- 
ing to the floors and activated by 
the various doors will perform this 
function. 

These control features will per- 
mit a continuous flow of trays to 
be maintained, if sufficient handl- 
ing personnel is employed, and a 
well-organized schedule is followed. 

The handling capacity of a food 
lift depends on round trip time, 
which is made up of the times re- 
quired for the following opera- 
tions: (1) loading trays at loading 
point, (2) running up to selected 
floor, (3) unloading trays, and (4) 
running the car back empty to load- 
ing point. 

From observation it was found 
that loading and unloading can be 
accomplished in 15 seconds each. 
The running time varies with the 
distance traveled, but averages 
about 30 seconds each way for mod- 
erate sized hospitals. The optimum 
round trip time is approximately 
14 minutes. If this rate could be 
maintained, 40 round trips per 
hour, with a total of 160 trays, 
could be made. ~ 

While this performance is pos- 
sible, it is not generally realized in 
practice because of delays in load- 
ing and unloading. The following 
example of service by a food lift 
was taken in a four story hospital. 
The number of trays of food re- 
quired in this hospital varies from 
150 to 175 per meal. They are pre- 
pared in the basement kitchen, 
with five people employed in this 
operation. The trays are made up 
and dispatched four at a time on 
the food lift to the upper floors 
where they are unloaded and placed 
on a truck that is held until eight 
trays have been received. The trays 
are then distributed to the patients 
by two employees. The time ele- 
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ments for this operation are shown 
in the accompanying table, Time 
Study I, dumbwaiter. 

Of the total time involved, dis- 
tribution required 58 per cent and 
transportation 42 per cent. The 
average time required to deliver a 
tray from the dispatching point to 
the patient was 414 minutes. This 
time could be reduced materially 
by distributing the trays four at a 
time, thus the total time would be 
approximately 314 minutes with an 
average time per tray of 214 min- 
utes. This system is well organized 
and works smoothly. Trays can be 
prepared at a rate of four a minute, 
which is faster than they can be 
distributed. 

For a second example of service 
by food lifts, a larger hospital was 
chosen. In this operation two food 
lifts, each with a capacity of five 
trays, are employed. Two attend- 
ants, each with a five-tray cart, dis- 
tribute the trays at the receiving 
floor. After completing service on 
one floor, the two women move 
with their carts to the next floor 
to be served. See Time Study II, 
dumbwaiter. 

Seven people are employed in 
preparing the trays and one in load- 
ing. The average time from kitchen 
to patient is 2 minutes, 15 seconds 
per tray. 


TRAY CARTS AND 
ELEVATORS 


The next method to be consid- 
ered is that involving the use of 
food carts and elevators. Data on 
this method of food transportation 
was obtained in an eight-story hos- 
pital that was caring for approx- 
imately 500 patients. 

In this hospital the trays are pre- 
pared in a central kitchen equipped 
with a power driven belt assembly 
line. As the trays come off the line, 
they are loaded on a cart that holds 
20 trays. The cart is rolled onto an 
elevator and taken up to the receiv- 
ing floor. The elevator operator 
rolls the cart to a point near the 
nurse’s station where it is taken 
over by the nursing staff for dis- 
tribution. See Time Study III, tray 
carts. 

This is probably an extreme case 
since adequate help was not avail- 
able. Distribution was started by 
one nurse, who was helped later by 
two others. It was noted that the 
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first tray to be loaded in the kitchen 
was the last tray to be delivered. It 
is important to note that transpor- 
tation, including the loading and 
unloading operations, consumed 
only 14 per cent of the total time. 


VERTICAL CONVEYORS 


A third method of transporting 
trays from a central kitchen is by 
means of a vertical tray conveyor. 

In the hospital that was visited to 
study this method, the trays are 
made up on a power driven belt 
assembly line. The 16 persons nor- 
mally employed in.the preparation 
of the trays can prepare eight trays 
a minute. Empty trays are placed 
on the belt at the starting end of 
the line and the various items are 
added as the tray progresses. A 
checker is stationed at the terminal 
end with convenient controls for 
stopping the belt to correct im- 
properly prepared trays when nec- 
essary. 

After they have been checked, 
the trays are fed directly onto a 
vertically traveling conveyor that 
carries them to the desired upper 
floor. One attendant is stationed 
at the receiving floor to remove the 
trays from the conveyor and place 
them on carts that hold 12 trays 
each. As each cart is being loaded, 
the trays are checked again by a 
member of the dietary department 
who, when the cart is loaded, rolls 
it to a designated point near the 
nurse’s station. It is then taken over 
by the nursing staff for distribution. 

This entire service is carried out 
on a well-arranged time schedule 
that is distributed to the personnel 
concerned. Trays containing diets 
are handled in a separate assembly 
line with two food lifts used for 
their transportation. See Time 
Study IV, vertical conveyors. 

This represents an average. The 
most variable time noted was in 
distribution, which ranged from a 
minimum of 2 minutes to a max- 
imum of 6 minutes. 


BULK METHOD 


The foregoing examples are con- 
cerned with the preparation of the 
trays at a central kitchen, and their 
transportation by one of several 
means to the patients on upper 
floors. Remaining for consideration 
is the method in which the trays 
are prepared in serving pantries 
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with the food transported from a 
central kitchen to the pantries in 
bulk. 

Although several hospitals em- 
ploying this method were surveyed, 
the general scheme was common to 
all. The food is prepared in a cen- 
tral kitchen and sent to the various 
floors in electrically heated carts. 
Any standard hospital elevator will 
satisfy the vertical transportation 
requirements of this system, and 
the time elements in transporting 
the carts is of little importance. 

In one hospital, this bulk method 
is used to serve the ward patients, 
and food lifts are employed for the 
private rooms. The food for the 
ward patients is sent up to the vari- 
ous floor pantries in electrically 
heated carts shortly before the meal 
hours. ‘wo attendants prepare the 
trays in groups of eight and load 
them on a cart that is then wheeled 
to the ward by a third attendant, 
who also distributes the trays. See 
Time Study V, bulk method. 

The average time per tray from 
pantry to patient is 3 minutes and 
50 seconds. 

In another hospital, the trays are 
prepared by three persons, loaded 
21 to each cart and distributed by 
four nurses. See Time Study VI, 
bulk method. 

In the third hospital that em- 
ploys this bulk food method, the 
pantries are arranged on floors so 
that each pantry will serve an av- 
erage of 35 patients. The food, as 
in the previous examples, is trans- 
ported in electrically heated carts 
and kept hot during the service 
period. Two persons are used in 
each pantry — one preparing the 
trays and one distributing them. 

The trays are distributed one at 
a time and no carts are used. In this 
case the time required to serve the 
most distant patient was found to 
be go seconds, and this was the 
maximum time noted. Sometimes 
only 20 seconds were required. The 
rate of preparation was such that 
an average of one tray was delivered 
each minute without difficulty. This 
is very good from the standpoint of 
the time involved in getting hot 
food to the patients. 

In all of the hospitals studied, the 
food transporting equipment was 
more than adequate to handle the 
traffic. All the delays observed were 
due either to failure of the person- 
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nel to use the facilities to full ad- 
vantage, to inherent defects in the 
system of distribution, or most of 
all, to a lack of sufficient help. 

In all systems where the trays 
were prepared at a central point, 
the best results were obtained when 
the rate of flow was constant in 
each phase of the operation. There 
is nothing to be gained by prepar- 
ing trays faster than they can be 
distributed, yet this is sometimes 
done. In one case, a fully prepared 
tray was left standing 8 minutes 
before being sent away. 


In systems where food lifts 


(dumbwaiters) are employed, the 
transportation is often slowed down 
because the personnel on the receiv- 
ing floors fail to unload the cars 
promptly. This prevents the return 
of the cars for another load, and in 
turn holds up the loading opera- 
tion. If this occurs repeatedly, it 
will slow up the preparation rate. 

Where carts are used to distrib- 
ute the trays, it was noted that 
the distribution time increased in 
proportion to the number of trays 
per cart. It therefore seems desir- 
able to hold the number of trays per 
cart to a minimum. 





COMMENT 





Central Tray Service 


AT THE Dietetics INstiruTE held 
in Chicago December 2-6, it was ap- 
parent that authorities differed on 
the ‘value of central as contrasted 
with decentralized food service. 
There was considerable skepticism 
about present mechanical trayveyor 
systems, which is one of the greatest 
hazards to the successful operation 
of the system. 


Normally, when vertical traffic is 
less than horizontal traffic, a dumb- 
waiter or trayveyor has been in gen- 
eral use. In the 40 or 50-bed hospi- 
tal during the last few years, how- 
ever, there has been a tendency to 
abandon the use of dumbwaiters, 
and to revert to placing the tray on 
a tray truck and taking it by ele- 
vator to the floor pantry or directly 
down the hall to the patients’ 
rooms. 


Does tray service from a central 
unit by dumbwaiter work out sat- 
isfactorily in a 100-bed hospital? 
Three answers are given. It is sat- 
isfactory (1) if adequate and effi- 
cient service is at the dumbwaiter 
to remove the tray immediately; 
(2) if drafts in dumbwaiter shafts 
are controlled or corrected by 
thermal heated dumbwaiters, and 
(3) if service units in the kitchen 
are arranged for efficiently assem- 
bling the tray. 


A new layout for a central serv- 
ing unit that created much inter- 
est is shown on page 74. It is de- 
signed for assembling 50 to 75, trays 





in 8 to 10 minutes. Architects and 
dietitians attending the institute felt 
this basic idea could be applied to 
serving units in large hospitals. 
This new plan offers a solution 
to one of the problems encountered 
in central tray service. 

Traffic flow diagrams of kitchen 
and floor service units are a great 
help in planning, it was pointed 
out. From the discussion it was evi- 
dent that dietitians are using these 
floor charts to demonstrate the 
proper sequence of food production 
and service, and to point out logi- 
cal placement of equipment to 
architects and building committees. 

Excellent information was pre- 
sented on planning the small hos- 
pital. Previously, the nursing serv- 
ices in the small hospital were split 
up—some on the first floor and some 
on the second, and the food service 
was in the basement. Now the 
kitchens and dining rooms are 
brought up from the basement to 
the first floor thus providing good 
light and air. In this new arrange- 
ment all patients’ rooms are on 
the second floor and surgery is 
brought down to the first floor near 
the diagnostic facilities and con- 
venient to emergency. 

Should a 50-bed hospital or a 
100-bed hospital have a dietitian’s 
office? 

This was answered in the affirma- 
tive by the architects. Is a special 
diet kitchen essential in a small 
hospital? The normal special diet 
load is 15 per cent, which indicates 
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the inadvisability of planning a 
separate unit for seven or eight 
special diets. Even in the large hos- 
pitals there is a tendency to elimin- 
ate a separate special diet unit. It 
was emphasized that the small hos- 
pital has a problem of canning and 
gift canning for which facilities 
should be provided. 


A zero-temperature box should 
be incorporated in all hospital 
planning. The importance of hav- 
ing kitchen equipment as mobile as 
possible in both the small and the 
large hospital was stressed repeat- 
edly. 

What is new in hospital design? 
The tendency is toward more hori- 
zontal traffic; buildings will be 
stretched out to provide for more 
clinical equipment and diagnostic 
facilities for the practice of preven- 
tive medicine. This may result in 
more decentralized food service. 

What are the trends in hospital 
construction costs? Costs of kitch- 
ens before the war were estimated 
at about 100 per bed and that did 
not include all stainless steel equip- 
ment. Hospitals are increasing in 
size and so kitchens must also. Dish- 
washing rooms are larger and more 
refrigeration facilities are being 
provided. The U. S. Public Health 
Service is suggesting for the 50-bed 


hospital, 1,575 sq. ft. for the kitch- 
en dishwashing area, diet kitchen 
and formula room, or 31.6 sq. ft. 
per bed. It is felt that this figure 
should be brought down to about 
20 sq. ft. as small hospital kitchens 
built according to the Public 
Health Service recommendations 
may be too large and cost too much. 

With rising costs more attention 
must be given to economical plan- 
ning. Dietitians are now being con- 
sulted more frequently. They un- 
derstand the organization and op- 
eration of the kitchen and their 
advice is valuable to the architect. 

A stable period in costs, it was 
predicted, will come when building 
costs level off at approximately 30 


per cent above the last stable . 


period—about 1939. However, no 
one was willing to state when this 
next stable period would occur. 
There is every indication that the 
kitchen will come out of the base- 
ment and receive prime considera- 
tion in future hospital planning. 
An architect who has studied hos- 
pital planning for many years feels 
that outdoor light should be 
brought into all working areas for 
its psychological effect upon em- 
ployees. As an example, he cited 
the utilitarian building proposed 
by the telephone company in Chi- 
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cago. The building, which contains 
mostly mechanical equipment, is 
completely airconditioned, yet fixed 
windows are provided on each floor 
for the psychological effect upon 
the four or five mechanics stationed 
there. 

A new era in the quality of pa- 
tient care has brought the realiza- 
tion that food service is the most 
important service in the patient’s 
estimate of his hospital care. Better 
working conditions are ‘needed to 
attract suitable employees, who are 
willing to work in kitchens. Hospi- 
tals are realizing the importance of 
pleasant, sanitary surroundings and 
the value of providing equipment 
to make kitchen work less tiring. 

Individual employee satisfaction 
in his job is emphasized today in 
all good personnel programs. If 
the interest shown in these prob- 
lems at this conference is an indica- 
tion, then those concerned with 
hospital service are beginning to 
realize the importance of food serv- 
ice planning on employee satisfac- 
tion. 

A satisfied employee will direct 
others to the institution, and a sat- 
isfied patient will speak well of the 
hospital in the community — the 
highest type of public relations. 

—MArGARET GILLAM 
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SCALE !/2' 1-0" 2-6-47 





EMPLOYEE No. | geome tray with tray cover, napkin and silver on rail. Employee No. 2 places cold food on tray. Employee No. 3 sup- 


plies desserts, sala 


bread, butter and milk to counter. Employee No. 4 serves hot food from steam table as dietitian (No. 5) calls the 


orders. Dietitian (No. 5) puts hot food on tray and checks orders. Employee No. 6 puts on hot beverage and places tray on dumbwaiter or 
in tray truck, If this employee is eliminated, employee No, 4 serves hot beverage and employee No. 5 puts tray on dumbwaiter or tray truck. 
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*PRACTICAL NURSING: an analysis of the 
practical nurse occupation with sugges- 
tions for the organization of training 
programs. Washington, D. C., Office of 
Education, Federal Security Agency. 
1947. 144 pages. Available from the 
Superintendent of Documents, Wash- 
ington 25, D. C. 55 cents. (Money, not 
stamps, must be sent with order.) 

a: COMMITTEE of 17 

members representing nation- 
al nursing organizations, educa- 
tional groups, the U.S. Public 

Health Service, the U.S. Office of 

Education, the lay public and the 

American Hospital Association has 

completed a two year study* on the 

first aspect of the utilization of prac- 
tical nurses in the over-all nursing 
picture. 

Edgar C. Hayhow, Ph.D., repre- 
sented the American Hospital As- 
sociation on the committee. Miss 
Hilda R. Torrop, R.N., president 
of the National Association for 
Practical Nurse Education, was 
chairman and Arthur B. Wrigley, 
State Supervisor of Trade and In- 
dustrial Education for New Jersey 
was director of study. 

Many meetings of the working 
committee and the subcommittee 
of five nurses from the group re- 
sulted in this text, approved by the 
whole committee. The study is pre- 
sented in three parts: Introduction, 
defining the purpose of the study, 
the present situation in practical 
nursing and a definition of the term 
“practical nurse”; analysis of the 
practical nurse occupation, which 
is the principal portion of the book; 
suggestions for the organization of 
practical nurse training programs. 

The analysis of the practical 
nurse’s duties includes all of those 
upon which complete agreement of 
all the committee members was ob- 
tained. A master list of duties, 
grouped under 10 major headings, 
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Analyzing the Basic Functions of 
PRACTICAL NURSES 


immediately precedes the actual 
analysis which is presented in tabu- 
lar form. 

Each page of the analysis is divid- 
ed into three sections: What the 
practical nurse must be able to do; 
what the practical nurse must use; 
what the practical nurse must 
know. Each of these sections has 
further subdivisions—with a total 
of 10 for all—such as: scope and 
limitations of the job, equipment 
and supplies used, safety precau- 
tions, unfamiliar words. The same 
three general sections and subdivi- 
sions are outlined for the 10 major 
classifications of jobs and _ the 
breakdown of specific duties under 
these major groupings. Some 285 
single duties have been included as 
within the ability of the adequately 
trained practical nurse both in the 
hospital and in the home. The text 
is very readable, the print is good 
and the outlines are easy to follow. 
The report will be of inestimable 
help in the preparation of training 
programs for practical nurses. 


Job Evaluation 


Jos EvALUATION AND RATE PLAN FOR PRo- 
FESSIONAL AND NON-PROFESSIONAL EM- 
PLOYEES; developed and copyrighted by 
the Eastbay Hospital Conference under 
supervision of the United Employers, 
Inc., Chicago. 1947. 146 pages. Published 
by the American Hospital Association, 
18 E. Division Street, Chicago 10, IlIli- 
nois. $2. 

In 1945, the Eastbay Hospital 
Conference of northern California 
recognized the pressing need for 
job evaluation and a rate plan. In- 
stead of each individual hospital 
undertaking a separate study, the 
conference, as a group, worked out 
a satisfactory solution to the prob- 
lem of inequities and inequalities 
in the wage scale. 

The results of this study have 





now been published by the Amer- 
ican Hospital Association under 
the title: “Job Evaluation and Rate 
Plan for Professional and Non-Pro- 
fessional Employees.” 

The Eastbay Hospital Confer- 
ence, with the cooperation of the 
United Employees, Inc., analyzed 
and evaluated every position below 
the administrative level in the hos- 
pital organization in an effort to 
prevent inconsistencies in job rates 
and inequities in relationships be- 
tween jobs. This was done in an 
effort to provide for better selection 
and training of employees, based 
on job descriptions, and to inaugu- 
rate a better wage and salary con- 
trol. 

The study written by the confer- 
ence points out that a systematic 
wage structure is possible. The plan 
and ‘procedures needed in accom- 
plishing job evaluation and a rate 
plan are carefully and completely 
outlined and explained in the man- 
ual. The complete outline of data 
and the use of charts and graphs is 
perhaps one of the best features of 
the manual. 

The manual points out that job 
evaluation is the most objective 


_system available at present for as- 


suring an equitable wage scale and 
for evaluating the worth of each 
individual job in dollars and cents. 
It also establishes the fact that an 
equitable wage scale can only be 
obtained by the use of a well ad- 
ministered job evaluation plan, 
whereby equal pay will be received 
for equal work and proportionate 
pay for proportionate work, and 
which enables the organization to 
adjust its basic rates to the labor 
market when adjustments are nec- 
essary, Without creating further 
inequities. 

It will be evident to many admin- 
istrators of rural hospitals or of 
hospitals in counties or states with 
wide economic differences, that to 
work out salary administration as a 
group solution would not be feasi- 
ble. There are some disadvantages 
in working out a salary and wage 
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plan as a group, since jobs between 
hospitals differ not only in job title, 
but also in the duties assigned to 
each job. Organizational differences 
also make such a study very difficult. 

The job descriptions in a pro- 
gram of job evaluation of various 
sized hospitals must of necessity be 
general in order to cover the pos- 
sible differences between jobs in 
different sizes and types of hospitals. 
Since job descriptions lose some of 
their usefulness to the individual 
hospital if too general—and because 


of the difficulties in undertaking 
such a project as outlined above— 
the hospital administrator may feel 
that it is wise to undertake job eval- 
uation and job rating as an indi- 
vidual project. 

The procedures used in evaluat- 
ing the job and in establishing a 
rate plan are so written in this man- 
ual that it should prove helpful to 
the administrator who is contem- 
plating undertaking such a pro- 
gram whether separately or as a 
group. This manual is not the com- 
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plete solution to the problem of 
salary and wage determination, but 
it should prove useful in giving the 
administrator or personnel officer 
pointers on procedure and a com- 
parison of the relative merits of 
such a program.—A.S. 


Elimination of Odors 
THE PROBLEM OF ODORS IN INSTITUTIONS. 

Dewey H. Palmer. New York, The Re 

search Department of the Hospital Bu 

reau of Standards and Supplies, Inc. 

1946. 11 pages. Copies may be purchased 

from the Bureau at 247 Park Avenue, 

New York City 17, New York for 50 

cents each. 

The author has investigated the 
efficacy of commercial deodorizers 
and has evaluated their effect on 
controlling the various types of 
odors commonly found in hospitals. 
He lists the sources of odors and 
outlines the nine principal methods 
of controlling and_ eliminating 
them. 

The importance of maintaining 
the best possible sanitary condi- 
tions with adequate cleaning by 
soap and water is stressed. Covering 
up odors which can be eliminated 
by good washing is a poor substitu- 
tion. Three types of commercial 
deodorizers are described, with the 
chemical components of each: Li- 
quid vaporizing, ozone generators 
and adsorbents. Results of analyses 
and tests together with recommen- 
dations complete the report. 

The Bureau’s investigations 
brought out the fact that a filter 
cloth impregnated with activated 
carbon was most effective in remov- 
ing odors caused by diseases leading 
to putrefaction. This method was 
developed in England during the 
war and has been used successfully 
in several hospitals in this country. 

A bibliography of 12 articles 
which have served as references is 
appended. 


Voluntary vs. Compulsory 


VOLUNTARY HEALTH INSURANCE vs. COM- 
PULSORY SICKNESS INSURANCE; a compila- 
tion of articles from various sources. 
American Medical Association. Chicago, 
The Association, 1946. 124 pages. 


Prepared by the Council on Med- 
ical Service of the American Med- 
ical Association to help answer the 
questions directed to that Council, 
this booklet will be of assistance to 
hospital administrators who are 
called upon to defend the volun- 
tary hospital system. The booklet 
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contains 25 articles attacking the 
compulsory health insurance con- 
cept and describing the disadvan- 
tages as practiced in several foreign 
countries. 

Admittedly sounding the official 
stand of the American Medical As- 
sociation, it brings together in con- 
cise form the opinions of those 
people speaking for the association. 
Information contained in this book 
and that found in the booklet, 
“Check and Double Check,” re- 


viewed in this section last month 
and published by the Medical Soci- 
ety of the State of New York, will 
also enable the administrator to 
help the students in the local high 
schools who this year are debating 
the question of socialized medicine. 


Michigan Hospital Survey 

The Michigan Hospital Survey 
report, “Hospital Resources and 
Needs,” has been published by the 
Kellogg Foundation and copies can 
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soap for all types of floors instead of having to 
keep three or four on: hand. FLOOR-SAN Liquid 
Scrub Compound is safe to use on any floor, lino- 
leum, rubber tile, asphalt tile, terrazzo, or wood. 
FLOOR-SAN’S action is quick and it is economical 
to use because ‘‘buffered’’ so a little goes a 
long way. Special penetrating ingredients dissolve 
grease and grime, and it floats away. For better 
cleaning at lower cost, start now to use Floor-San 
for all of your floors. 


HUNTINGTON LABORATORIES, INC., HUNTINGTON, INDIANA 


FLOOR-SAN 


SAFE ON ALL FLOORS 





be obtained directly from the foun- 
dation at Battle Creek, Mich. 
Michigan’s was the first state sur- 
vey to be completed with the as- 
sistance of the staff of the Commis- 
sion on Hospital Care and served 
as the pilot study. The report con- 
tains 172 pages. 


Centennial Booklet 


The New York Academy of Medi- 
cine is celebrating its centennial 
this year and has just issued a bro- 
chure that highlights the history of 
the academy. Illustrations of the 
various buildings that have housed 
the association and pictures of dis- 
tinguished members add to the in- 
terest of this 24 page booklet. 





From the Pages of 
Other Journals 


(The complete articles reviewed may 
be borrowed from the Bacon Library.) 











“Economy of Bed Usage in Tuberculosis,” 
an editorial in the Public Health Re- 
ports 62:185-187, February 7, 1947. 


Dr. Herman E. Hilleboe, assist- 
ant surgeon general of the United 
States Public Health Service, has 
written this editorial emphasizing 
the necessity for proper utilization 
of existing beds for tuberculosis pa- 
tients. The question of who should 
be hospitalized is presented from 
the point of view of the best inter- 
ests of the community’s health, and 
Dr. Hilleboe recommends that early 
cases with positive sputum, and ad- 
vanced cases which are remediable, 
should be given first chance for hos- 
pital treatment. 


Removing from the community 
possible sources of infection serves 
the public good and is preferable 
to maintaining preventoria for chil- 
dren exposed to infection. Dr. Hil- 
leboe suggests the isolation in gen- 
eral hospitals of advanced cases 
with positive sputum where there 
is little hope of recovery. Patients 
with early lesions and a negative 
sputum may be cared for as ambu- 
lant cases with careful supervision. 

Protection of the community is 
not only the responsibility of the 
public health officer but that of the 
practicing physician and the tuber- 
culosis specialist, the author em- 
phasizes. 
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The search 
for better drugs 
starts here 


,* ARE LOOKING at the molecular pattern of a drug. Ciba researchers 
use spatial structures like this as a starting point for improving a 
drug or finding a new one. 


When a new substance has been successfully synthesized by Ciba chemists, 
it is then prepared with the aid of the elaborate apparatus of the 
laboratory. Experimental quantities are tested and assayed for potency 
and safety. The entire process may consume many months—even years. 


Once past this hurdle, the drug is subjected to clinical ‘trials on human 
beings. Then—and not ’till then—is it considered sufficiently 
perfected for manufacture in the vast Ciba plant. 


Between the time the drug is only a molecular structure represented 
by wooden balls and the time it reaches the shelves of druggists and 
hospitals, Ciba will have spent years of effort and many dollars. This 
exhaustive investigation is typical of Ciba thoroughness and bears out 
their credo: Tomorrow’s Medicines from Today’s Research. 


CIBA PHARMACEUTICAL PRODUCTS, . 


SUMMIT, NEW JERSEY 











CORAMINE 


a Product of Ciba Research 


A well-established, widely prescribed 
stimulant. For emergency needs, comes 
in ampuls of 1.5 cc and 5 cc. 
Coramine 5 cc is commonly used with 
plasma in shock cases. Dosages of 
Coramine 5 cc—10 cc are usual when 
Coramine alone is employed. For oral 
use in chronic cardiac cases, Coramine 
Liquid represents a more convenient 
form. Available in bottles of 3, 16 
and 32 fluid ounces. 


CORAMINE (brand of nikethamide) 
T. M. Reg. U. S. Pat. Off. & Canada 


Tomorrow’s Medicines 
from Today’s Research 
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Nurses or Ph yysiclans— Who Should 


Medical Review 


GIVE ANESTHESIA? 


HREE GROUPS of professional per- 
roan provide surgical anes- 
thesia to patients in United States 
hospitals. These groups are the 
specially trained physician anes- 
thesiologists, the other physicians 
and the nurse anesthetists. No one 
can say with assurance to what ex- 
tent patients now are able to differ- 
entiate between these three groups. 
Even among doctors there seems 
to be a great lack of agreement as 
to the practical and proper utiliza- 
tion of the services of the nurse 
anesthetist, the physician anesthesi- 
ologist and other physicians giving 
anesthetics. Furthermore, there is 
evident within ,these groups a fer- 
ment of emotionalism which is not 
consistent with the objectivity 
which usually characterizes profes- 
sional judgment. 

Within the past few weeks, ar- 
ticles have appeared in at least two 
non-medical national magazines 
with considerable circulation that 
are favorable to the physician anes- 
thesiologist. In one of these articles, 
the patient is given a 300 to 1 
chance of being wheeled alive out 
of the operating room of one of the 
poorer hospitals, 1,000 to 1 in an 
average hospital, and 8,000 to 1 in 
a good hospital. The author (ap- 
parently not a physician) attributes 
the radical difference in the good 
hospital to the use of the physician 
anesthesiologist. 

Waiving the validity of this in- 
terpretation, it is quite obvious 
that there are not enough physician 
anesthesiologists to care for pa- 
tients; nor can patient needs be met 
by physician anesthesiologists in 
the foreseeable future. 

There have been reports of ina- 
bility to obtain the services of phy- 
sician anesthesiologists for the 
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WIDE DISTRIBUTION FOR 
“THE OPPORTUNITY” 


The National Tuberculosis Associa- 
tion is distributing “The Opportunity,” 
by Dr. Robin C. Buerki, to more than 
50,000 physicians in the United States. 
“The Opportunity” was the lead article 
of the special section on tuberculosis 
that apeared in the August 1946 issue 
of HospPItALs. 

This article will also appear in many 
state medical journals as one of the Na- 
tional Tuberculosis Association’s “tu- 
berculosis abstracts.” 

Hospital administrators may wish to 
keep abreast of their medical staffs by 
rereading Dr. Buerki’s article. It ap- 
peared on page 41 of Hospirats for 
August 1946. 











instruction of student nurse anes- 
thetists, and nurses have been dis- 
couraged from becoming nurse an- 
esthetists because of the possibility 
that there is no future in the field. 
It is quite evident today that there 
is much more interest on the part 
of physicians in becoming special- 
ists in anesthesiology than hitherto. 
Many hospitals will welcome an 
increased availability of physician 
anesthesiologists but it would be 
unfortunate if this trend is accom- 
panied by a reduction in the qual- 
ity of preparation of nurse anes- 
thetists. 

What patients need and what 
medical staffs in hospitals desire is 
competent service, whether it be by 
the physician anesthesiologist or 
the nurse anesthetist. Authoritative 
opinion considers service by either 
of these to be superior to anesthet- 
ics casually given by the inexperi- 
enced intern or doctor. The logical 
conclusion is that the nurse anes- 
thetist is here to stay and her service 
should be made as efficient and safe 
as possible. 


The importance of the nurse 
anesthetist and the responsibility 
of teaching hospitals and physician 
anesthesiologists for training nurse 
anesthetists has been so forcibly 
stated by Dr. Evarts A. Graham 
that this portion of his address* in 
observance of the centenary of 
the first public administration of 
ether anesthesia merits wide circu- 
lation. Recognizing the desirability 
of more physicians specializing in 


‘anesthesiology, Dr. Graham states: 


“There are some prominent anes- 
thesiologists who would eliminate 
completely the nurse anesthetist. 
They have even supported legisla- 
tion in some states which would 
make it illegal for a surgeon to 
engage the services of a nurse anes- 
thetist. This, it seems to me, is a 
most unrealistic attitude to take. 
There are seven thousand hospitals 
in this country but at most only a 
few hundred professional physician 
anesthetists. They can conduct only 
a small fraction of the anesthesias 
in the country. Who will handle 
the rest? Shall we return to the old 
custom of having the inexperienced 
intern or the doctor who refers the 
patient to the surgeon administer 
the anesthesia? God forbid! The 
best solution to the problem then 
is to encourage the training of the 
nurse anesthetist until there are 
enough physician anesthesiologists 
to fill the demand. 


“There has been no opposition, 
as far as I know, to the idea of the 
laboratory or x-ray technician. Why 
should there be opposition to the 
nurse anesthetist technician? In the 
larger hospitals she should be un- 
der the direction of an anesthesiol- 
ogist who holds the M.D. degree 
and has spent several years in grad- 
uate training in his field. But in the 
smaller hospitals, or in those in 
which a physician anesthesiologist 
is not available, she will prove in- 
valuable. There is no doubt that 
already she has saved the lives of 
thousands who would have died if 


*Graham, Evarts A.: “Ether and Hum- 
bug,” JAMA, 133:97-100, (Jan. 11) 1947. 








they had been subjected to the kind 
of anesthesia which the unskilled 
physician gives. The possession of 
the M.D. degree by itself certainly 
does not qualify one in a profes- 
sional sense to administer an anes- 
thetic drug safely. 

“If we are to continue to have 
nurse anesthetists for at least an 
indefinite period, where are they to 
be trained? Should they not receive 
their instruction in this dangerous 
art in our best teaching hospitals, 
where they can have the benefit of 





the teaching of the best profession- 
al anesthesiologists, or should they 
be compelled to seek their instruc- 
tion casually in the doctors’ offices? 
I think there can be only one an- 
swer to this question. 

“Yet again there are those of 
great influence in this new profes- 
sion of anesthesiology who would, 
if they could, abolish all oppor- 
tunities in our hospitals for the 
nurse, or for that matter any one 
not possessing the M.D. degree, to 
obtain instruction in the art of 
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HAND INSURANCE 


for SURGEONS 


Certainly, soaps containing harsh ingredients and 
abrasives can cleanse. They also can roughen the 
. can dull that priceless sense of touch. 


skin. . 


That is why so many surgeons re- 
gard Vestal SEPTISOL SURGI- 
CAL SOAP as “hand insurance.” 
SEPTISOL is scientifically formu- 
lated for scrub-up use. . . the mild- 
est, smoothest soap obtainable. 
Made exclusively from a blend of 
fine vegetable oils, it lathers to a 
smooth, creamy rich- 
ness that soothes as it 
cleanses. There is 
nothing better for 
scrub-up. 


3 Models: Popular Wall 


Type; Single Portable; 
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SEPTISOL 
DISPENSERS 


have many exclusive advantages 
that make them so desirable for 
. hospital use. A control valve regu- 
lates soap flow—from a few 
drops to a full ounce. Sanitary, 
convenient foot pedal operation 
leaves hands free. Built for life 


, time efficiency and economy 
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anesthesia. What would Morton, 
the dentist, think of that, the man 
whose epoch-making work we ar¢ 
celebrating today? Let us not have 
any humbug in affording the benc 
fit of that work to all the people.” 


For Arsenical Poisoning 


Now that BAL (dimercaprol) is 
commercially available, physicians 
and hospitals have an _ effective 
method of treating arsenical poi- 
soning. BAL is the new drug, 
developed during the war, that 
nullifies the poisonous effects fre- 
quently seen following treatment 
with arsenical agents. Since prac- 
tically all hospitals use arsenic in 
the treatment of patients, BAL is 
of particular significance to hospi- 
tal administrators and _ medical 
staffs. BAL is reported as superior 
to all other known methods of treat- 
ment. 

Arsenic frequently produces tox- 
ic effects which result in periods of 
prolonged hospitalization and even 
in death. BAL prevents and coun- 
teracts many of these and experi- 
ence indicates that BAL may be 
used without serious reactions. 


One of the most recent articles 
in medical journals on the use of 
BAL reports* that BAL, though 
somewhat difficult to obtain, may 
be had through the courtesy of Dr. 
Harry Eagle, Johns Hopkins Uni- 
versity School of Medicine, Balti- 
more, or from the intensive treat- 
ment centers that participated in 
the cooperative program of evalu- 
ating anti-syphilitic schedules. 





*Sulzberger, Marion B., and Baer, Ru- 
dolf I.: Development and Use of BAL, 
JAMA 133:293-296, (Feb. 1) 1947. 


Chest X-Ray Films 


A great many hospitals are in- 
stituting routine radiography of 
the chest of all of their admissions, 
inpatients and employees. One of 
the first decisions to be made relates 
to the type of x-ray equipment to 
be used. Should these pictures be 
taken on 35 mm. photofluorogram, 
on 4 X 10 inch stereo-photofluoro- 
gram, 14 x 17 inch paper negative, 
or 14 x 17 inch celluloid film? 

Regardless of the decision reached, 
the hospital will obtain reassurance 
from a comprehensive report ap- 
pearing in the February 8, 1947, 
issue of the Journal of the Amer- 
ican Medical Association. None of 


HOSPITALS 













for patient rest and comfort 


| Firestone FOAMEX marnessts 





days” per bed per year. 







Because they provide your patients 
(and nurses and all your staff ) 


8 

& 

Because their porous construction Because they are especially bene- e 
makes them cooler, providing ficial in post-partum, burn, and sa 
constant circulation of air. dermatological cases, and in : 
Because they are dust-free, lint- osteopathic cases. * 
free, normally non-allergic for | Because their extreme flexibility e 
patients with allergies to ordi- allows better use of all posi- ® 
nary mattresses. tions of the hospital and ortho- * 
Because they are body-responsive. paedic bed without slumping. 
providing proper support with | Because they may be washed like : 

bY anatomically correct cushion- blankets in regular cleaning e 
ing, decreasing bed sore dan- units providing an extra margin e 
gerin prolonged convalescence. of asepsis with fewer “idle ° 

e 

2 

oo 

& 



















jrectors, greater comfort and rest. 


ital d 
s to hosp! — 
— trollers: The eis 
ni mattress is a get a 
a 
“ the ailing pudge 
or for any 


wise: 






APRIL 1947, VOL. 21 











®@TRADE MARK 





the methods (including the 14 x 17 
inch celluloid) is noticeably supe- 
rior to any of the other methods 
for case-finding purposes. Trans- 
lating this into practical terms im- 
plies that decision as to type of 
equipment will rest upon adminis- 
trative requirements, such as econ- 
omy, availability of space and 
personal preference of the radiol- 
ogist. 

Regardless of the method used, 
there is considerable variation in 
the reading of the films. It is recom- 


mended that “all survey films be 
read independently by at least two 
interpreters. All persons whose 
films are selected as positive or sug- 
gestive for tuberculosis by one or 
the other of the interpreters should 
be recalled for further study.” 
Perhaps 20 million Americans 
have had chest x-ray examinations 
in the last six years. This, the most 
effective single method of screen- 
ing, will be further expanded in 
the next few years. Until further 
evidence is presented, hospitals 








You're 


ES, you’re the doctor, because every 
pees blank for disinfectant is, in 
effect, a prescription. The reputation of 
your hospital can depend on just how 
good that disinfectant is! 


You know that many doctors insist 
on “Lysol” for disinfection of sharps 
and for perineal care. That’s because 
in those instances, a dependable disin- 
fectant is absolutely vital. And any 
doctor knows he can depend on“ Lysol.” 


But what about “Lysol” for pre- 
operative use, and for combating cross- 
infection sources? Doesn’t it make 
good sense to use “Lysol” against the 
risk of infection from bedside equip- 
ment, bedpans, brushes, furniture, 
floors and walls, too? 


Of course, you know that in any 


the Doctor! 


hospital, disinfection is always essen- 
tial, every day—everywhere! 


Dependable . . . Economical 


So prescribe “Lysol” for all disinfect- 
ing purposes. You know it’s a depend- 
able product, and economical, too. 


With a phenol coefficient 5, it’s 
more than twice as effective as ordinary 
cresol compound. That’s why less 
“Lysol” gives more protection. 


So specify “Lysol” brand disinfectant. 
Order it in bulk. 
Instruct your staff 
on its economic 
use, and protect 
your institution 
throughout . . . both 
dependably and 


economically. 





HOW TO ORDER “LYSOL” IN BULK. “Lysol” in bulk for institu- 
tional purposes is available through the following hospital supply 


organizations: 


AMERICAN HOSPITAL SUPPLY CORP. 
2020 Ridge Avenue 
Evanston, Ill. 


e 
ECKHARDT PHYSICIANS & SURGEONS 


SUPPLY COMPANY 
Littlefield Building, Austin, Tex. 
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JAMISON SEMPLE COMPANY 
419 Fourth Ave., New York 16, N.Y. 
e 


STONE HALL CO. 
1738 Wynkoop St., Denver 17, Colo. 


a 
AMERICAN HOSPITAL SUPPLY CorP. | ©83 Fifth Ave., New York 22, N.Y. 
767 Mission St., San Francisco 3, Cal. 





SURGICAL SELLING COMPANY 
139 Forrest Avenue, N. E. 
Atlanta 1, Ga. 

e 
Address inquiries regarding orders, 
shipments, etc., to any of the fore- 

going distributors or direct to 
LEHN & FINK PRODUCTS CORP. 
Kospital Department 





Product of Lehn & Fink Products Corp. 





need spend little time determining 
which type of equipment is diag. 
nostically superior for case-finding 
purposes. 


Pain After Amputation 


A new operation that ends pain 
in the imaginary arms and legs o| 
amputees (sometimes called phan 
tom limbs) was reported to tl 
American College of Surgeons at its 
recent meeting in Cleveland. The 
sensation in these missing members 
often is exceedingly painful and 
may last for weeks or months. 

One of the explanations ad 
vanced is that nerve ends grow a 
little following amputation. Nerve 
growth into the scar tissue at the 
end of the amputation is a possible 
explanation of the cause of pain. 
The new operation ties off the sev- 
ered nerve ends about an_ inch 
above the stump. Reports indicate 
that this ligation prevents growth 
of the nerve into the stump scai 
and tends to prevent occurrence of 
phantom limb pain. 


Eye Saver 


Removal of the outer layer of the 
cornea of the eye can save eyes 
burned by chemicals, according to 
a recent issue of Science News Let- 
ter. Using a toothpick swab and a 
circular motion from the center out- 
ward, the outer layer of the cornea 
is carefully wiped away from its at- 
tachment. The application of co- 
caine locally in the eye relieves the 
patient of pain during the opera- 
tion. 

Only the damaged area needs to 
be removed. Progress is checked by 
the bio-microscope. ‘The conjunc- 
tival lining of the lid is also care- 
fully removed. If the treatment is 
given within two hours of a chem- 
ical eye burn the results are ex- 
cellent, with healing occurring in 
from 24 to 48 hours. 





CURRENT HEALTH REPORT 

Because “Current Health Conditions” 
was not received from the Division of 
Public Health Methods, U. S. Public 
Health Service, in time for inclusion in 
this issue, the report for February must 
be omitted. It is expected that this fea- 
ture will be resumed with the May 
issue of HospiTALs. 
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“Purchasing 


Hospitals May Buy Blankets Under a 
REVISED STANDARD 


LANKETS ARE A LARGE ITEM in the 
B hospital purchasing budget, 
and it is important that their con- 
struction be suitable for hospital 
use. How can anyone be sure about 
their construction without under- 
taking an elaborate testing pro- 
gram? 

During the last few years, this 
problem has had the attention of 
the Committee on Simplification 
and Standardization of Hospital 
Furnishings, Supplies and Equip- 
ment of the American Hospital As- 
sociation. On August 30, 1946, its 
work culminated in the publishing 
of Commercial Standard CS136-46* 
by the National Bureau of Stand- 
ards. The standard covers blankets 
for hospitals (wool, and wool-and- 
cotton), of three widely-used types: 
Type I (all wool), Type II (75 per 
cent wool) and Type III (50 per 
cent wool). 

This standard was developed 
with the cooperation and invalu- 
able technical assistance of the Na- 
tional Bureau of Standards, whose 
research facilities were put at the 
committee’s disposal. It should be 
a real aid in obtaining blankets 
suited to hospital use: those de- 
signed for warmth without exces- 
sive weight, those having adequate 
strength of fiber, colorfastness and 
proper qualities for launderability. 
Under the heading of launderabil- 
ity the standard includes an import- 
ant requirement for minimum 
shrinkage. 

Why did the Committee on Sim- 
plification and Standardization feel 


Miss Pratt was a member of the Com- 
mittee on Purchasing, Simplification and 
Standardization. 

*Copies of CS136-46 may be obtained 
from the Superintendent of Documents, 
U. S. Government Printing Office, Wash- 
ington 25, D. C., at 5 cents each. 
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it was worthwhile to undertake 
this standardization program? 

Six basic categories of wool, cot- 
ton, and wool-and-cotton mixture 
blankets had developed over many 
years in the industry. These were 
crystallized in Commercial Stand- 
ard CS65-32 issued by the Division 
of Trade Standards of the National 
Bureau of Standards. Then the 
Wool Products Labeling Act be- 
came law in 1939, and all blanket 
fiber designations had to be chang- 
ed to conform to that act. This 
made it necessary to withdraw 
CS65-32. Immediately a_ great 
spread developed in the number of 
different fiber proportions used by 
manufacturers. In testing 15 dif- 





THE Association was active in promotion and 
adoption of standards for hospital blankets. 





ferent blankets for quality, 15 dif- 
ferent proportions of wool content 
to rayon and to cotton were sure 
to be found. 


There was no real reason for this 
confusing array of fiber blends. 
Slight differences in proportions of 
wool, cotton and rayon are not 
translatable into terms of ultimate 
serviceability. There was no ap- 
parent justification, either, for 
small percentages of wool in blan- 
kets, as the cost was increased with- 
out adding to warmth or wearing 
qualities. It seemed therefore that 
the Association’s committee should 
initiate a standard for blankets in 
order to promote suitable construc- 
tion for hospital needs and to re- 
duce to a minimum this diversifi- 
cation of fiber content proportions 
having no bearing on serviceability. 
The standard sets a minimum of 
50 per cent wool in mixed blankets. 

In setting up this standard the 
committee has gone far beyond the 
former commercial standard, and 
has developed one which should 
serve as a sound basis for guaran- 
teeing quality. Data from a study 
of the properties of 156 commercial 
blankets made by the textile labor- 
atory of the National Bureau of 
Standards were used and integrated 
with studies made by other agen- 
cies, notably the Hospital Bureau 
of Standard & Supplies. 

The standard incorporates a re- 
vised test for compressibility, devel- 
oped by the textile laboratory as a 
means of measuring the factors 
which govern warmth in a blanket. 

Leaders in the field of blanket 
manufacturing gave their assistance 
and have announced their accept- 
ance of the finished standard. 

Blankets containing rayon have 
been omitted from the present 
standard. Investigation showed that 
further development is needed be- 
fore rayon constructions can be 
considered practical for hospital 
use. Improved rayon constructions 
will be studied as they develop, and 
when they meet requirements for 
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WARMTH of blankets is determined by thermal transmission equipment. 


serviceability, will be considered 
for inclusion in a revised standard. 

In addition to setting up stand- 
ards of quality, CS136-46 has sim- 
plified sizes. From several dozen we 
have reduced them to a total of five 
sizes. ‘These should cover all re- 
quirements for infants, children, 
youths and adults. 

Paragraph 22 of the standard is 
important. It says: “In order to as- 
sure the consumer that he is re- 
ceiving a blanket which complies 


with the requirements of this com- 
mercial standard, it is recom- 
mended that blankets be accom- 
panied by a certificate, tag, card or 
other label incorporating the fol- 
lowing wording in addition to the 
labeling requirement of paragraph 
21: 
‘The manufacturer guarantees 
that this blanket complies with 
all requirements for Type........ 
Lactate all of Commercial 


(I, II, or III) 


WHOLESALE PRICE 


ITH only one exception, re- 
WwW corded wholesale prices of 
items significant to hospital budgets 
were even higher on March 1 than 
they had been at the first of the 
year. The indexes compiled by the 
Bureau of Labor Statistics showed 
these increases to be anywhere from 
less than 1 to more than 18 per 
cent. Compared to March a year 
ago, all indexes except for electric- 
ity were anywhere from 6 to 98 
per cent higher (see Table 1). 
Theories as to when a price break 
might come were a dime a dozen— 
at postwar prices. If the pattern is 
to follow that of the last war, the 
summer might bring a_ turning 
point of significance. It was in 
January 1920 that farm products 
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reached their peak after World 
War I. By June of that year the 
average of all commodities began to 
turn back from a peak in May. 
While the index for the average of 
all commodities by January 1947 
had not come up as far as that same 
month in 1920, some groups were 
higher. Notorious examples were 
foods, building materials, and drugs 
and pharmaceuticals (see Table 2). 

The Bureau of Agricultural Eco- 
nomics in the Department of Agri- 
culture predicts that prices, in gen- 
eral, will continue at near present 
levels during the first half of 1947. 
It states that with the marketing of 
1947 crops and the anticipated de- 
cline in general business activity in 
the last half of 1947, wholesale 











National Bureau ot Standards pnotos 
THIS apparatus is used for measuring the air permeability of blankets. 


Standard CS136-46, as issued 
by the National Bureau of 
Standards.’ ” 

Buyers should require this cer- 
tification for it is their protection. 
The standard has been accepted by 
go manufacturers, but all such 
standards are voluntary. Unless 
buyers indicate that they must have 
blankets that conform to the stand- 
ard, these acceptances will be mere- 
ly a paper record. Only the buyer 
can make the standard effective. 


INDEXES 


prices of foods by the end of the 
year may be 15 to 20 per cent below 
December 1946. It says further that 
these declines would be partially 
offset by the expected holdings on 
further rise in prices of some build- 
ing materials, metal and metal 
products and possibly house fur- 
nishings and other miscellaneous 
durable goods. 


Qualified optimism permeated 
the “Production Outlook for 1947” 
which the Civilian Production Ad- 
ministration and the Office of Tem- 
porary Controls released on the last 
day of February. If present tenden- 
cies continue, the report said, the 
value of gross national production 
should reach a total of $202,000,- 
000,000 during 1947, which is $10,- 
000,000,000 more than last year. 
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Those agencies expect that: 


1. Wage rates will rise somewhat 
in the spring of 1947. 

2. Prices of agricultural products 
will decline. 

3. There will be an increase in 
building activity and in the output 
of consumer durable goods. 


4. The present high level of ex- 
penditures for plant and equipment 
will continue at least for the next 
six months. 


For the present, however, there 
was no proof that the turning point 
was at hand. During February every 
major commodity group, with the 
exception of gas and electricity, 
showed price increases at the whole- 
sale level. The index for electricity 
remained unchanged while that for 
gas was down slightly after a Janu- 
ary increase. 

For the week that ended March 1, 
farm products rose 2.6 per cent, 
reaching a level more than 2 per 
cent higher than their previous 
peak in late November. The Bu- 
reau of Labor Statistics said that 
markets generally were influenced 
by bad weather, which restricted 
shipments, and by heavy demand. 
It said that demand for grains was 
stimulated by the government’s 
flour purchase program and expec- 
tations of increased export needs. 
The Department of Agriculture an- 
nounced the largest export alloca- 
tion since the summer of 1945. 
Most quotations advanced as wheat 
reached the highest levels since the 
last war, and rye, an all-time high. 
Meat prices, it said, rose sharply, 
with pork prices up more than 10 
per cent on decreased shipments. 
During the week ending February 
15 veal was up nearly 25, per cent. 

For many other commodities the 
law of supply and demand was still 
in effect and the short supply items 
were numerous. Wood and metal 
products were vivid examples. 


Plentiful Foods 


In spite of the February freeze 
that caused a loss of approximately 
8,000,000 boxes of oranges and 
3,000,000 boxes of grapefruit, citrus 
products are expected to be in 
abundant supply and of generally 
g00d quality during April. This 
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TABLE 1—A PATTERN FOR 1947 


Weekly Index Numbers of Wholesale Prices—-1926 =100 





% change 
1.4-47 }3-2-46 
Mar2 Jan4 Feb1 Feb8 Feb 15 Feb 22 Mari to to 

COMMODITY 1946 1947 1947 1947 1947 1947 1947 3-1-47 3-1-47 

All commodities. ........... 107.6 139.1 140.3 141.7 143.1 144.3 146.4 +5.3 +36.1 
MN RIG esc eo 107.9 156.4 154.1 156.7 160.9 162.5 167.5 +7.1 +552 
Dairy products............. 116.4 174.8 162.1 163.3 162.6 163.7 165.3 —5.4 +42.0 
Fruits and vegetables. . - 123.2 128.7 126.7 126.8 131.8 131.8 132.6 +3.0 +7.6 
Meats.................--. 108.6 182.1 179.4 186.5 198.4 201.4 215.1 +18.1 +98.1 
Cereal products..... ...... 96.4 138.8 140.0 140.0 140.4 142.5 143.4 +3.3 +48.7 
Anthracite coal............ 104.1 113.9 114.7 114.7 114.7 114.7 114.8 +0.8 +10.3 
Bituminous coal... ... . 199.5 144.5 147.4 147.8 147.8 147.8 147.8 +2.3 +14.1 
RIGCICINE co Ges ecss Seeds 68.0 64.7 652 652 652 652 65.2 +08 —4.1 
CG ad cinccdldeee tens soees 77.6 80.7 843 843 84.3 83.0 83.0 +2.8 +7.0 
Colon Gade ices icceses 125.3 181.1 183.8 189.8 190.0 189.1 193.1 +66 +54.1 
Drugs and pharmaceuticals.... 111.7 181.4 182.1 182.1 182.1 182.8 182.9 +0.8 +63.7 
All building materials . 121.0 156.1 168.6 170.6 172.8 172.6 173.0 +108 +43.0 
Brick. and tile ............... 4147.7 17305 132.8 139.8 1328 133.1 1331 +2.0 +13.1 
COM coco ckecuucckeens 101.7 107.0 108.3 108.4 108.5 110.9 111.1 +38 +9.2 
Lumber... -ccsccccscccces 4589 219.6 243.7 249.7 956.7 956.7 256.7 +169 +61.5 
Paint and paint materials... .. 107.9 156.3 173.4 173.6 175.5 173.2 174.55 +116 +61.7 
Plumbing and heating materials. 93.6 105.6 114.9 115.3 115.3 115.3 115.3 +9.2 +23.1 
Structural steel. ............ 120.1 120.1 127.7 127.7 127.7 127.7 127.7 +63 +63 
Other building materials - 107.9 133.4 139.7 140.9 140.9 141.0 141.5 +6.1 +31.1 


Source: Bureau of Labor Statistics. 


The Weekly Index is calculated from one-day-a-week price. 
week changes and should not be compared directly with the monthly index. 


It is designed as an indication of week to 








TABLE 2—-A PATTERN FOR 
TWO WORLD WARS 


Monthly Index Numbers of Wholesale Prices—1926 =100 





Source: Bureau of Labor Statistics 





Jan Jan Jan Jan Jan Jan Jan Jan 

COMMODITY 1916 1918 1920 1939 1941 1943 1945 1947 
All commodities. ............. 770 1950 157.7 76.9 80.8 1019 104.9 141.5 
IEEE Sun's ss eas 76.9 146.7 170.2 67.2 71.6 117.0 ' 165.0 
Oo. Ae ree 67.9 114.9 145.1 tS 73.7 105.2 104.7 156.2 
Textile prodiscts:.. « 2 .6ccc.csc news 62.6 121.7 187.0 65.9 75.2 97.3 99.6 136.6 
Cotton goods........ ccsoseese See WO S64 64.3 75.8 1125 119.7 184.6 
Fuel and lighting materials........ 67.3 102.9 117.8 72.8 72.1 79.3 83.3 97,7 
Building materials............... 61.7 91.9 155.0 89.5 99.6 109.8 116.8 169.7 
Drugs and pharmaceuticals........ 96.6 132.3 119.2 77.9 96.5 106.0 1069 181.7 
Se err er 75.5 4332 159.6 70.9 74.6 108.2 115.1 1592.1 
Semi-manufactured articles...... 98.7 141.7 212.4 74.9 81.3 92.8 94.9 138.8 
Manufactured products.......... 74.5 117.0 148.5 80.0 83.55 100.1 101.3 136.7 








was reported by the Department of 
Agriculture in releasing its monthly 
list of plentiful foods. 

Other foods which it announced 
would be in plentiful supply 
throughout the greater part of the 
United States during April are: 
potatoes, dried peaches, peanut but- 
ter, eggs, fresh and frozen fish and 
turkeys. 


Priorities Cancellation 

As purchasers of supplies, hospi- 
tals are now on their own. The end 
of priorities assistance for hospitals 
was scheduled for March 31. On 
that date all priority ratings were 
ended except for very limited use in 
support of the Veterans’ Emergency 
Housing program and in aiding the 


Veterans Administration construc- 
tion program. As a separate agency, 
CPA too was scheduled to be elim- 
inated. 7 

A new rating symbol, “RR,” will 
be granted under new Priorities 
Regulation 35. Unless there is a 
later modification of rules by the 
Office of Temporary Controls, civil- 
ian or state and local governmental 
hospitals will not benefit under its 
terms. At the time of writing no 
other agency had been named to 
issue the ratings. 

Few hospitals have requested as- 
sistance since ratings were limited 
on January 8 to extreme emergen- 
cies. The needs of most hospitals 
have been filled without ratings. 

The fate of all priorities and ra- 
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tioning programs after June go has 
not been determined. These are 
legislative matters Which Congress 
will have to vote on before that 
date. 


Streptomycin 

While there is an increasing pro- 
duction of streptomycin, a corre- 
sponding increase in demand is re- 
ported by the Civilian Production 
Administration, the agency which 
portions out the supply. Allocations 
to the Veterans Administration in- 
creased from 7,500 grams last Octo- 


ber to 28,500 grams in March. VA 
medical authorities have informed 
CPA that the agency’s requirements 
probably will continue to rise 
sharply as more of the drug is used 
for the treatment of tuberculosis. 
The U. S. Public Health Service 
likewise has indicated that its re- 
quirements probably will increase 
substantially later in 1947. CPA 
also reports that the Office of Inter- 
national Trade has asked for over 
three times its present export quota. 
The initial March allocation was 
410,625 grams compared to 325,225 

















initially released for February. The 
March allocation in grams was ap- 
portioned as follows: armed serv- 
ices, 30,000; other government agen- 
cies, 30,000; clinical research, 18,- 
935; American Trudeau Society 
clinical program, 9,000; for civilian 
use, 322,700, of which 75,000 was 
the export quota. 


Surplus Property 


Two steps to speed up surplus 
sales were taken by the War As- 
sets Administration during March. 
Neither would do much to speed 
surplus to hospitals. 

As one step Administrator Rob- 
ert M. Littlejohn advised all zone 
and regional offices to contact all 
governors and mayors and give 
them assurance that WAA will 
make an effort to fill their require. 
ments from surplus property. 

As a second step on March 1 
WAA introduced a national net- 
work of regional set-aside lists for 
veterans. Regional set-aside lists 
will not duplicate national set- 
asides; they will be made up from 
items available in their inventories 
which are not ordinarily available 
in the commercial market at the 
present time. They will be revised 


.monthly in the 33 regions. 


Sugar Rationing 

Hospitals applying for sugar ra- 
tions for May and June may be 
granted an increased allotment con- 
sistent with the increases which 
were allowed industrial users for 
the second quarter, the Office of 
Price Administration has stated. 
Their rations were increased from 
60 to 75 per cent of their base 
period (generally 1941 use). While 
hospitals’ rations are based on the 
number of persons actually served, 
it was expected that the amount 
allowed per person would be in- 
creased. 

Although Congress is now consid- 
ering legislation which would trans- 
fer sugar rationing powers from 
OPA to the Department of Agricul- 
ture and set October 15 as a cut-off 
date, there is little likelihood that 
the procedure for applying for ra- 
tions would be changed before May. 
Hospitals must still file Form R 
1309 with the nearest Sugar Branch 
Office. 
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Dr. ALFRED K. Haywoop, M.C., 
O.B.E., has resigned as general 
superintendent of the Vancouver 
General Hospi- 
tal. Dr. Hay- 
wood’s retire- 
ment will not 
take effect until 
his successor has 
been appointed, 
and he has of- 
fered to remain 
in an advisory 
capacity for a 
period of six 
months after the 
new superintendent takes over. Dr. 
Haywood became assistant superin- 
tendent of Toronto General Hos- 
pital in 1912. During World War I 
he was medical officer of the grd 
Battalion, C.E.F. He won the Mili- 
tary Cross in the Second Battle of 
Ypres. 

In 1917 he was appointed super- 
intendent of the Montreal General 
Hospital, and in 1930 he was chosen 
as general superintendent of the 
Vancouver General Hospital. 

Dr. Haywood is a charter fellow 
of the American College of Hospi- 
tal Administrators, and has been 
an active personal member of the 
American Hospital Association 
since 1918. 


C. K. Suiro, administrator of the 
Spartanburg (S. C.) General Hos- 
pital for the last three years, has re- 
signed, effective March 31. He has 
accepted the position as administra- 
tor of City Hospital, Winston- 
Salem, N. C. 

W. H. Smit, who has been con- 
nected with the Spartanburg Gen- 
eral Hospital for 11 years, has re- 
signed as business manager. He 
assumed his. new duties as superin- 
tendent of the Scotland County 
Memorial Hospital, Laurenburg, 
N. C., effective March 1. 

M. H. SHEary, purchasing agent 
of the Spartanburg General Hospi- 
tal for six years, has accepted the 
superintendency of the Cherokee 
County Hospital, Gaffney, S. C. 


_ J. H. THerre.t, formerly super- 
Intendent of the State Hospital, 
Chattahoochee, Fla., recently was 
appointed chief of the new state 
hospital branch at Arcadia. Dr. 
Stuart P. VANDIVIERE, recently re- 





APRIL 1947, VOL. 21 











Personal DNews 


leased from the Army, has been ap- 
pointed physician-in-charge of the 
institution. 





James Murray DuNLop, superin- 
tendent of Wesson Memorial Hos- 
pital, Springfield, Mass., has been 
appointed superintendent of the 
Bridgeport (Conn.) Hospital, effec- 
tive May 1. He will succeed OLIVER 
H. BartineE who resigned recently. 

Mr. Dunlop, who has been affili- 
ated with the Wesson Hospital 
since April 1941, has had many 
years of hospital experience. For 26 
years he was associated with the 
Montreal General Hospital. He was 
closely associated with the develop- 
ment of that hospital, being the or- 
ganizer of its first admitting office 
and its statistical department. He 
also established the private patients’ 
pavilion of the Western division of 
that institution, and served as 
credit officer with full control of all 
accounts and charges of patients at 
all three hospitals. 

He is a member of the American 
College of Hospital Administrators, 
the New England Hospital Assem- 
bly, Massachusetts Hospital Asso- 
ciation and the American Hospital 
Association. 





RussELt C. Nye has been super- 
intendent of Northwestern Hospi- 
tal, Minneapolis since March 1. 

Mr. Nye was 
appointed assist- 
ant superintend- 
ent of the Dallas 
(Texas) City- 
County Hospital 
System in 1940. 
He became su- 
perintendent of 
that institution 
in 1941, a posi- 
tion he held un- 
til 1946 when he 
was granted a leave of absence to 
join the staff of James Hamilton and 
Associates. He was resident director 
of the Los Angeles County-Wide 
Hospital Survey. 


FRANK C. HAyYTHORN, who has 
been business manager of the 
Healthwin Hospital, South Bend, 
Ind., began his new duties as assist- 
ant superintendent of the Green- 
ville (S. C.) Hospital on March 1. 








G. S. Drury is now administrator 
of the City-County Hospital, Fort 
Worth, Texas. Six months ago, on 
the resignation of A. C. SEAWELL, 
he was appointed temporary admin- 
istrator of the hospital, and on Oc- 
tober 1, 1946, he began his official 
administration of the hospital. 

Mr. Drury served as purchasing 
agent and auditor for major oil 
companies; salesman on exports 
and imports, and has had experi- 
ence and training as a commercial 
executive with the East Texas 
Chamber of Commerce. He has had 
seven years’ experience as a pastor, 
two years as a public relations sec- 
retary, Y.M.C.A., and served six 
years as United States Ariny Chap- 
lain. He was discharged last August 
with the permanent rank of major, 
O.R:C. 


HaArRoLp PRATHER has resigned as 
administrator of the Wilson N. 
Jones Memorial Hospital, Sherman, 
Texas, to become superintendent of 
the Nix Hospital, San Antonio, 
Texas. 

ROCHELLE CANNON has been ap- 
pointed as Mr. Prather’s successor 
at the Wilson N. Jones Memorial 
Hospital. Mr. Cannon was formerly 
auditor for Grayson County. 


IstpORE GREENSPAN, executive di- 
rector of the Brooklyn (N. Y.) He- 
brew Home and Hospital for the 
Aged, will celebrate 25 years of serv- 
ice to that institution on May 1. 
From a home of 109 beds, growth 
has been continuous and rapid so 
that today the institution has a bed 
capacity of 711. Plans have been pre- 
pared for construction of a new 
400-bed structure and moderniza- 
tion of the older properties. 


WILLIAM H. Sisson, assistant 
superintendent and purchasing 
agent of the Waterbury (Conn.) 
Hospital for the last three years, 
has assumed his new duties as ad- 
ministrator of the Litchfield County 
Hospital, Winsted, Conn. 

Mr. Sisson succeeded Epwarp A. 
B. WILLMER, who recently resigned 
because of ill health. 


PauL CusHInG has replaced Col- 
onel GEORGE W. Cook as superin- 
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tendent of the City-County Hospi- 
tal, El] Paso, Texas. Mr. Cushing 
was formerly administrator of the 
Providence Memorial Hospital in 
E] Paso. 


Mrs. Ona B. Brown has assumed 
her duties as superintendent of the 
Physicians and Surgeons Hospital, 
Corsicana, Texas. Mrs. Brown suc- 
ceeded Mrs. EpNA BENSON GorRDON, 
who headed that institution for ten 
years. 


Dr. I. Oscar WEISSMAN has suc- 


ceeded Dr. BENJAMIN W. MANDEL- 
STAM as assistant director of the 
Jewish Hospital, Brooklyn, N. Y. 
During the war Dr. Weissman 
served for five years with the U. S. 
Public Health Service. Before tak- 
ing this position, he was district 
health officer with the Department 
of Health of the City of New York. 


HeErsbert N. Morrorp has re- 
signed as director of Overlook Hos- 
pital, Summit, N. J., to accept an 
appointment as superintendent of 
the Hospital of the Good Shepherd, 








—a new technique 


Two of the new instruments used 
with this new technique are il- 
lustrated below—these will also 
be found useful even with those 
using the conventional 

suturing methods. The 
neurotome (nerve 

holder) 24600, with 

foam rubber jaws, has 

been found very effect- 

ive in holding nerve 

ends so as to make an 
absolutely square cut, 

as well as to trim off 

thin slices of the nerves. 

The other (24606— 

nerve haemostat with 

foam rubber jaws) is 

useful in stopping 
bleeding. 

The entire group of 
Tarlov Nerve Suturing 
Instruments are illus- 
trated on page #103 of 
the new (no. 46) Weck 
catalogue—a copy of 
which has been mailed your 
hospital — look for it. 

Plasma clot suturing of 
nerves has many advantages in- 
cluding better union of nerves 
without possibility of damage to 
nerve ends. No foreign substance 
need be introduced at the suture 
line. No trace is left after suturing. 

The plasma technique of nerve 





Edward Weck & Co., Inc. 


‘Manufacturers Surgical Instruments 


SURGICAL INSTRUMENT REPAIRING + 


135 Johnson Street 
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Plasma. suwnne msmuuars 


— the Tarlov method of autologous plasma clot suture of nerves. 
Previously written up in the JOURNAL OF THE AMERICAN 
MEDICAL ASSOCIATION, for November 18, 1944, this new 
technique which does not use the customary silk, catgut, wires, 
nor nylon, has just been written up again in a recent issue of THE 
AMERICAN JOURNAL OF SURGERY. eg 


24600 FREE upon request, re- 


suturing is growing in popularity 
wherever demonstrated and understood. 


TARLOV NERVE 






print of article by Dr. 
Tarlov, describing this 
new technique for nerve 
suture, 





Founded 1890 
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Syracuse University, Syracuse, N. Y 
Mr. Morford will succeed Dr. Loui: 
M. HICKERNELL. 


Mr. Morford, who has been di 
rector of Overlook Hospital sinc 
last April, served in the Medica! 
Administrative Corps of the Arm; 
for three years. He was discharged 
in January 1946 with the rank o! 
major. Prior to entering service, 
he was administrator of Franklin 
Square Hospital, Baltimore, anc| 
before that he was director of Litch- 
field County Hospital, Winsted, 
Conn. and Prospect Heights Hos- 
pital, Brooklyn, N. Y. 


Dr. Ropert H. Lowe, postgradu- 
ate fellow in hospital administra- 
tion at Strong Memorial Hospital, 
Rochester, N. Y., took over his new 
duties as assistant medical director 
of the Rochester (N. Y.) General 
Hospital on March 15. This post 
has been vacant since October 1945 
when Dr. FRANK C. SUTTON, who 
then held the position, succeeded 
Dr. CHRISTOPHER G. PARNALL when 
he retired. 

Dr. Lowe, who will continue his 
studies at Strong Memorial, is a 
veteran of five and one-half years of 
service with the Army Medical 
Corps. At the time of his discharge 
he was a lieutenant-colonel. 


WILuiAM R. CastLe, president of 
the board of trustees, Garfield Hos- 
pital, Washington, D. C., has been 
reelected president of the Metropoli- 
tan Area Hospital Council. Other 
officers elected for one year terms 
are: RoBpeRT Wuitton, Alexandria 
(Va.) Hospital, vice president; 
SisTER Marie, Providence Hospital, 
Washington, D. C., secretary; and 
Mrs. WALTER E. Perry, Bethesda 
(Md.) Suburban Hospital, treas- 
urer. 

Elected to three-year terms on the 
executive committee are Charles E. 
Burbridge, Freedmen’s Hospital; 
Col. N. L. McDiarmid, Columbia 
Hospital; Dr. Montgomery Blair, 
Children’s Hospital and Stephen 
T. Porter, Casualty Hospital. 


K. W. Newman has succeeded 
HELEN RosiINson as administrator 
of the University Hospital, Little 
Rock, Ark. 


Harowtp S. FuLLer Sr., former 
president and general manager o! 
Bicknell and Fuller Paper Box 
Company of Boston, was elected ad- 
ministrative head of the Monad- 
nock Community Hospital, Peter- 
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7 AIDS TO SANITARY KITCHEN CONDITIONS 


















' 1% Qt. 


YOUR FOOD 
HANDLING NEEDS 


Wear-Ever Semi-Heavy Food Containers are just what you 
need for sanitary food handling. Aluminum’s friendliness 

to foods protects purity and flavor. Drawn from 

single sheets of aluminum, these seamless containers are 

easy to clean and keep clean. The new, amazingly tough, 
extra-thick aluminum alloy offers unparalleled 
resistance to denting, scratching and marring. 
They are strong and durable, with rolled edge for 
added strength, yet light to lift. Set of seven 
containers (1 to 9 qt.) with satiny Alumilite 


Finish, nests into compact unit for storing. 


Contact your supply house representative, or 
write the Aluminum Cooking Utensil Co.,3304 
Wear-Ever Building, New Kensington, Pa. 
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boro, N. H. Mr. Fuller succeeded 
RuTH GreGson who resigned to go 
to the Middleboro (Mass.) Hospital. 

Mr. Fuller formerly lived in Win- 
chester, Mass., where he was presi- 
dent of the Winchester Hospital for 
live years. 


Mrs. Louise SADLER, R.N., has 
been appointed superintendent of 
nurses of Western Clinic-Hospital, 
Midland, Texas, succeeding AGNEs 
FoELKER, R.N., who resigned fol- 
lowing her recent marriage. 

Mrs. Sadler completed postgradu- 


ate courses in nursing administra- 
tion and education at Vanderbilt 
University, St. Joseph and Baylor 
Hospitals in Dallas, and the Rocke- 
feller Foundation, Jackson, Miss. 
She was director of nurses at the 
Cadel School of Nursing, Clinton, 
Okla., aud of Morningside Hospi- 
tal, Tu. _, Okla. Before coming to 
Midland, Mrs. Sadler was president 
of the Oklahoma State Nurses Asso- 
ciation, and president of the Okla- 
homa State Board of Nurse Exam- 
iners. She is now director of the 
southern division of the American 
Nurse Association. 














Rex Arr (and only rexa:e) 
TRAPS DUST IN WATER! 





@ Old fashioned home cleaning appliances are 
frequently the source of acute discomfort 

to those allergic to dust and pollens. Rexair, 
the modern home appliance designed to 
hospital standards, operates on a completely new 
and exclusive centrifuge principle which 
drowns dust and pollen in water. Rexair’s 
versatility and efficiency are unequalled. 

It comes equipped with attachments to do 
every household cleaning task. Many 

of the country’s leading hospitals and 


doctors use Rexair. 


For complete information, write Rexair, Inc., 
304 Fisher Building, Detroit 2, Michigan. 
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Tue Rev. ARMouR H. Evans has 
assumed his duties as assistant to 
the superintendent of Wesley Ho: 
pital, Wichita, Kans. In this capac- 
ity he will serve for a year as intern, 
familiarizing himself with all the 
departments in the hospital. He has 
just completed a course in hospi- 
tal administration at Northwesteri 
University, Chicago. 

The Rev. Mr. Evans served as 
chaplain in the United States Army 
for four years. He was discharged 
in January 1946, with the rank of 
captain. 


Harry O. Humserrt has assumed 
his duties as controller of the Johns 
Hopkins Hospital, Baltimore, effec- 
tive March 6. As controller he will 
be the chief financial and fiscal offi- 
cer of the hospital. 


Dr. Louis SCHWARTZ, after more 
than 40 years of public service, will 
retire from the U. S. Public Health 
Service in July. On March 1 he 
ended active duty as chief of the 
office of dermatology in the Indus- 
trial Hygiene Division. Dr. Schwartz 
will conduct a private practice in 
New York where he will be avail- 
able to the Public Health Service 
as a consultant. 


Joun G. DALE Jr., has been ap- 
pointed personnel director of the 
New York (N. Y.) Hospital. Mr. 
Dale served with the Medical Ad- 
ministrative Corps of the Army 
during the war. He was formerly in 
personnel administration work with 
the Continental Can Co. and Gen- 
eral Foods Corporation. 


Jerry SmitH has resigned as as- 
sistant administrator of Southern 
Baptist Hospital, New Orleans, to 
become assistant administrator of 
Baptist Hospital, Memphis, effec- 
tive March 15. 


Deaths | 


IRwin ATwoop BECKER, M.S., chief 
pharmacist of Evangelical Hospital, 
Chicago, died on March 13. For 40 
years Mr. Becker was chief pharma- 
cist of the Michael Reese Hospital, 
Chicago. He was a leader in profes- 
sional pharmacy circles; the author 
of hospital formularies; and was 1n- 
strumental in placing surgical liga- 
tures and dressings in the U. S. 
Pharmacopeia. 
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Two Knots 


As the 80th Congress rounds out its third month it 
finds itself tied in knots over two major issues, finance 
and labor. This has delayed consideration of legisla- 
tion which is of direct interest to hospitals. Budgets, 
appropriations and taxes have always been complex. 
This year they are also controversial as different fac- 
tions struggle over debt reduction, tax reduction and 
the dilemma of how to reduce expenditures of govern- 
ment without weakening its operations. 


Labor 


Nearly one and a half million words of testimony 
have been heard by committee members in the House 
and Senate who are wrestling with the labor problem. 
Representatives of labor have solidly opposed any 
alteration in the existing laws; yet change is almost 
certain. Representatives of industry and of the public 
have testified in support of a score of suggested amend- 
ments; yet no desirable pattern of change stands out. 
The dilemma here is how to curb labor’s excesses with- 
out sacrificing its basic rights. 

Since the Congressional committees are eager to 
study all sides of the labor problem, the American 
Hospital Association has filed a brief statement setting 
forth the unique position of nonprofit hospitals with 
respect to labor legislation. The Association recom- 
mended that hospitals be excluded from the applica- 
tion of labor legislation. Further details will be found 
elsewhere in this issue. 


Taft-Fulbright 


Hearings have been held on S.140, sponsored by 
Senators Taft and Fulbright to establish a Department 
of Health Education and Security. This bill is going 
to be controversial. It is supported by those who would 
like to see the Federal Security Agency attain depart- 
mental status with a secretary in the _president’s 
cabinet. It is opposed by those who believe that health 
is important enough to justify a department of its own. 
There is suspicion that health would be completely 
overshadowed by the aggressiveness of other interests 
in a tripartite department 

On the other hand, S.545, the Republican omnibus 
health bill sponsored by Senators, Taft, Ball, Smith 
and Donnell, is beginning to gain favor with those 
who have given it careful study. Although it obviously 
necds revision and refinement, its basic principles on 
the whole appear to be sound. And its relationship to 
the recommendations of the American Hospital Associ- 
ation for federal legislation for the improvement of 
distribution of health services deserves more than 
passing comment. 

It will be remembered that the House of Delegates 
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in convention at Cleveland in 1944 adopted a resolu- 
tion which advocated three major steps. 

First was a program of government aid for public 
and voluntary hospital construction upon evidences 
of unmet needs. Public Law 725 is now carrying for- 
ward this step. 


Second was extension of voluntary budgeting for the 
cost of medical and hospital care. The growth of 
Blue Cross protection to cover nearly 26 million 
persons shows that this method of self-protection is 
being recognized increasingly by the average citizen. 
S.545 provides that federal employees may have pay- 
roll deductions for Blue Cross participation. 


Third was a program of local, county, state and 
federal government aid for the care of the indigent 
with emphasis on local participation. The section of 
S.545 that would provide federal grants-in-aid to the 
states to assist in providing hospital, medical and 
dental care to families and individuals of low income 
appears to carry out this step. Therefore, $.545 may 
receive considerable attention and support. As this 
is being written a newly-appointed subcommittee on 
health is planning to hold hearings on S.545 beginning 
around the middle of April. 


GRC Formula 


The Budget Bureau has approved the new govern- 
ment reimbursable cost formula. Every recommenda- 
tion of the American Hospital Association has been 
accepted. The Children’s Bureau and the Office of 
Vocational Rehabilitation will join with the Veterans 
Administration in using it. It will go into effect just 
as quickly as the new Joint Hospital Form No. 1 can 
be submitted by each hospital and approved. 

The principle of purchasing hospital service on the 
basis of actual cost is a long step ahead of the old 
methods of competitive bidding and arbitrarily es- 
tablished per diem rates. The new formula will be 
recognized as another significant step toward an ade- 
quate and equitable method for reimbursement of 
hospital services. 


Adoption of the new formula will remove an 
obstacle which has too long delayed establishment of 
statewide programs for care of veterans in nonfederal 
hospitals. Although only male veterans with service 
connected cases and female veterans are included in 
this program, and the volume of care will not be great, 
many persons feel that the importance of the program 
has not been fully understood.. The American Hos- 
pital Association is officially supporting the program 
and urging its adoption in every state. Inquiries and 
comments reaching the Washington Service Bureau 
indicate that the new formula will be well received 
and speedily adopted in veterans’ care programs 
throughout the country. 
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inidilen Jump in Per Diem Costs 


When the Veterans Administra- 
tion tallied the cost of hospital serv- 
ice for fiscal 1946 it showed that in- 
patient per diem costs were up on 
the average about 53 per cent over 
the preceding year, (Hospirats, 
October, page 104). In the next 
six months also, veterans’ hospitals 
were subject to the same general 
price increases that had plagued all 
other hospitals throughout the 
country. The result: By the end of 
December the average per diem cost 
was up another 72 per cent. 

What had happened in a year 
and a half was this: 

It was costing the Veterans Ad- 
ministration $5.47 to provide one 
day’s hospital care for each neuro- 
psychiatric patient in December, 
compared with an average $2.29 
during fiscal 1945. In general med- 
ical and surgical hospitals the per 
diem operating cost had gone from 
$5.16 to $13.56; tuberculosis hos- 
pitals, from $5.08 to $11.08. The 
average for all hospitals was up 
from $3.42 to $8.98. 

Salaries, food, material and sup- 
plies, contract services and other 
general operating costs were fac- 
tors in the rise. Food costs were 
typical. During fiscal 1945 each ra- 
tion (includes cooking, serving and 
cost of food for three meals per 
day) cost the Veterans Administra- 
tion 84.8 cents. During December 
an equivalent ration cost $1.598. 

By type of hospitals there was 
some variation, but always the cost 
was up. Each ration in neuropsy- 
chiatric hospitals cost $1.202 in De- 
cember compared with 66.8 cents 
during fiscal 1945. Each ration in 
general medical and surgical hos- 
pitals cost $1.051 during fiscal 1945, 
$1.999 during December. In tuber- 
culosis hospitals the cost had in- 
creased from $1.271 to $2.078. 


Volunteer Program 


The rapid expansion of commu- 
nity participation in its medical 
and special service programs in hos- 
pitals was reported last month by 
the Veterans Administration. In 87 
hospitals the program has devel- 
oped to the point where a voluntary 
service committee is coordinating 
the work of all groups involved. All 
13 branch offices have committees 
at work, while a national advisory 
committee, working with the cen- 
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tral office, is outlining general poli- 
cies and setting up standards for 
volunteer workers. 

More than 115 national organi- 
zations and many local groups are 
cooperating voluntarily with the 
administration to bring community 
life to patients in the hospitals. The 
number of participating national 
organizations has increased more 
than 60 per cent in the last year. 


No. 1, Postwar 


Last month (March 4) a new hos- 
pital was opened at ‘Tomah, Wis- 
consin. It was a 1,172-bed neuro- 
psychiatric center containing eight 
buildings and built at a cost of 
$5,000,000, Its opening was espe- 
cially insignificant because it was 
the first hospital to be completed in 
the Veterans Administration multi- 
million dollar postwar hospital con- 
struction program. 

No. 2 will not be far behind. A 





THE 1,172-bed neuropsychiatric hospital at 
Tomah, Wis., is the first to be completed 
under the Veterans Administration program. 


527-bed neuropsychiatric hospital 
at Lebanon, Pa., will be completed 
by early May. A longer wait is in 
store for hospitals No. 3 to 76. The 
hospitals at Providence, R. I., 
Peekskill, N. Y., Buffalo, N. Y. and 
Sioux Falls, S. D., were the only 
others that had been started by 
March 1. The Providence and Sioux 
Falls hospitals are scheduled to be 
completed in 1948. 

Dr. George D. Rice has been 
named manager of the new Tomah 
hospital. M. J. Travland, acting 
manager during construction, will 
continue as executive officer. 


Rise In Occupancy 

By the end of 1946 the Veterans 
Administration had fully estab- 
lished itself as big business in hos- 
pital care. It reported last month 
that 458,749 veteran patients were 
hospitalized during the calendar 
year 1946. This was an increase ol 
174,342 patients or 61.3 per cent 
over 1945. 

During the same year the agency 
increased the bed capacity of its 
hospitals 23 per cent, from 79,450 
to 97,772 beds. By the end of the 
year there were 122 Veterans Ad- 
ministration hospitals in operation 
compared to 97 a year earlier. Some 
of the details of the hospitalization 
program were revealed in its statis- 
tical summary: 

OF THE TOTAL admissions, 83.19 
per cent or 381,619 were general 
medical and surgical patients. Ap- 
proximately 34 per cent of the beds 
were set aside for these patients. 
Their average stay was 34 days. 

THERE WERE 53,981 patients ad- 
mitted for neuropsychiatric  dis- 
orders. This was 11.77 per cent of 
the total admissions. Slightly less 
than 50 per cent of those admissions 
— 26,509 — were classified as psy- 
chotic cases. Because the neuro- 
psychiatric patient averaged a 197- 
day stay, nearly 55 per cent of the 
total number of beds were reserved 
for these cases. 

ANOTHER 19,609 patients were ad- 
mitted with a diagnosis of tuber- 
culosis. This was 4.27 per cent of 
the total. These patients had an 
average stay of 186 days. Ten per 
cent of the hospital beds were set 
aside for tuberculosis patients. 

A FINAL 3,540 patients were non- 
veterans and represented less than 
one per cent of all admissions. Non- 
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veterans included Veterans Admin- 
istration employees taken ill on the 
job and treated before removal to 
civilian hospitals; veterans of allied 
forces, and emergency cases ad- 
mitted for temporary treatment 
pending removal to other hospitals. 


Contracts 


Intermediaries in eight of ten 
states having contracts with Veter- 
ans Administration are now sub- 
mitting subcontracts for individual 
hospitals. By March 13 the list of 
hospitals had grown to 308. Of 
these, 263 had pledged 3,310 beds. 
The other 45, did not specify a defi- 
nite number. 

A breakdown of commitments 
showed 2,633 general medical and 
surgical, 575 tuberculosis, 24 neuro- 
psychiatric and 78 unspecified beds. 


Courses Repeated 


Two Veterans Administration 
graduate nurse training courses 
which were held during the first 
three months of the year will be re- 
peated, Dorothy V. Wheeler, direc- 
tor of nursing, has announced. A 
15-semester-hour course in advanced 
neuropsychiatric nursing at the 
University of Minnesota was to be- 
gin March eg. The first class is to 
chd April 3. Another in neurolog- 
ical nursing at Hines, Ill., ended 
March 16. The training, to be re- 
peated in April, carries 10-semester- 
hour credits from DePaul Univer- 
sity in Chicago. 

Instruction in the care of tuber- 
culous patients is being held at the 
Veterans Administration Hospital 
at Oteen, N. C. This hospital is be- 
ing made a demonstration center 
for all phases of tuberculosis care. 


Outpatient Treatments 

The rapid growth of Veterans 
Administration contract programs 
with fee-basis doctors and dentists 
was indicated in a statistical sum- 
mary of outpatient services for the 
last half of 1946. During that time 
lee-basis doctors gave 1,330,618 out- 
patient treatments compared to 1,- 
299,478 by administration doctors. 
For the preceding 12 months the 
ratio had been about 31% treat- 
ments per salaried doctor to one by 
a fee-basis doctor. 

Fee-basis dentists had a similar 
record. During the last half of 1946 
they gave 245,417 treatments com- 
pared to 169,295 by salaried den- 
lusts. Fee-basis dentists gave only 
Ohe treatment to each 714 by sal- 
aried dentists for the preceding 12 
months, 
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First Funds Go Out 


The first Hill-Burton funds are 
going out to the states. These are 
federal funds to help with survey 
and planning programs. No allot- 
ment exceeds $40,000, the ceiling 
that has been set to assure all states 
a share in the current appropria- 
tion. 

The only action necessary before 
a state may receive payment is the 
approval of the official agency to 
administer the survey and planning 
program. It is believed that several 
states with approved agencies are 
delaying applications until legisla- 
tion has been passed which assures 
them of sufficient state funds. States 
must match each federal dollar with 
two of their own. 

Those states or territories which 
have received the total amount al- 
lowed for this phase of the program 
are: Alaska, $10,000; Hawaii, $10,- 
000; Iowa, $20,462; Louisiana, $21,- 


403; Minnesota, $22,697; Missis- 
sippi, $18,228. 
Partial allotments have been 


made as follows: Indiana, $10,000; 
Maryland, $4,991; Massachusetts, 
$10,000; Missouri, $2,500; New Jer- 
sey, $16,050; Ohio, $10,290; Wash- 
ington, $3,070. 


First Planning Project 

Since it is anticipated that re- 
quests for general hospital con- 
struction will be the most frequent 
under the Hill-Burton program, the 
Office of Hospital Services in the 
Division of Hospital Facilities will 
base its first major project on the 
100-bed general hospital. This was 
announced by Dr. Louis Block, who 
has been named acting chief of 
the office. He succeeds Dr. John R. 





DR. BLOCK, acting chief. 


McGibony who continues as assist- 
ant chief of the division under Dr. 
Vane M. Hoge. 

The office is now revising a rec- 
ommended equipment and supply 
list and this will be available soon. 
In addition, pertinent data relative 
to the administrative phases of con- 
struction and operation will be 
assembled. Such studies, as a con- 
tinuing project, will deal with hos- 
pital operation as it affects con- 
struction, clinical aspects of design 
to insure proper spacing and provi- 
sion of needed services, equipping 
and supplying, and administrative 
aspects of design essential for efh- 
cient and effective maintenance and 
operation. 

Consultant: Louise O. Waagen, on 
loan from the Division of Nursing, 
has been named nurse consultant 
in the Office of Hospital Services. 
Miss Waagen will advise on re- 
quirements for nursing service as 
they relate to the Hill-Burton pro- 
gram. 

State Survey Progress 


A little more than six months 
after passage of the Hill-Burton 
Act, all states in the nation and 
four territories have started or are 
planning to start surveys of their 
hospital facilities. 

The Hospital Survey Assistance, 
a joint project of the American 
Hospital Association and the U. S. 
Public Health Service, has tabu- 
lated data on Hospital Schedules 
of Information for 18 states and the 
District of Columbia and returned 
the inventories to the several states. 
Complete inventories from 11 states 
and Hawaii are being tabulated 
now and partial inventories have 
been received from an additional 
three states. Fifteen states are in 
the process of taking their inven- 
tories now. 

State Agencies 

Four more state agencies have re- 
ceived official approval by the Of- 
fice of the Surgeon General in the 
U. S. Public Health Service for car- 
rying out the Hill-Burton Hospital 
Survey and Construction program. 
Those named in the last month 
were: , 

Alaska, Territorial Department 
of Health, Juneau; Arkansas, State 
Board of Health, Little Rock; Ha- 
waii, Territorial Board of Health, 
Honolulu; Iowa, State Departmen 
of Health, Des Moines. 
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Health Bills Still in Discussion 


Here and there during the last 
month there were hints that Con- 
gress would have something to show 
for its efforts by the end of the ses- 
sion. By mid-month it had cleared 
—and the President had signed—17 
new laws. Other bills were getting 
action in committees. 


New Laws 


Streptomycin: Public Law No. 16 
will require the Food and Drugs 
Administration to certify batches of 
streptomycin as it now does peni- 
cillin. 

Excise Taxes: Public Law No. 17 
will continue indefinitely many of 
the high war excise tax rates. With- 
out it these taxes would be rolled 
back to prewar levels on July 1. 


Laws Midway 


Red Cross: Among bills passed by 
the Senate was one to amend the 
charter of the American Red Cross. 
This would give local chapters 
more authority in making rules 
that govern them. 

Service Nurses: The House has 
passed H.R. 1943, which would 
establish a permanent commis- 
sioned nurse corps in both Army 
and Navy. Among other things, 
nurses would be commissioned as 
and receive the pay of officers. Un- 
der the old scale, which otherwise 
would be effective at the official end 
of the war, salaries would vary from 
$1,080 to a maximum $1,800 a year. 
During debate this had been de- 
scribed as being so low that it 
“would place the medical branches 
of the armed services in the impos- 
sible position of attempting to com- 
pete with civilian nursing agencies 
which offer a more attractive salary 
and less personal deprivation.” 


Committees 


Labor: Labor bills were to be up 
for debate in both houses by the 
end of March. Testimony of the 
American Hospital Association was 
submitted (see LABOR this sec- 
tion). 

Cabinet Post: A bill to create a 
cabinet post for health, welfare and 
education (S. 140) was being stud- 
ied by the Senate Committee on Ex- 
penditures. Senators Taft and Ful- 
bright explained the bill at a pre- 
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liminary hearing February 28. At 
additional hearings during March 
others were to be heard. 

Sponsors explained that the bill 
would reduce and consolidate agen- 
cies and increase efficiency by elim- 
inating overlapping and duplica- 
tion of effort. They also summar- 
ized the opposition. Some had said 
that the bill does not go far enough. 
Others said it would create autono- 
mous powers within a department 
which would be headed by indi- 
viduals chosen for special knowl- 
edge and interests rather than ad- 
ministrative ability. In short, it 
would promote group interest 
rather than public welfare. 

The Legislative Reference Serv- 
ice which is delegated to give an 
unbiased analysis of bills had _re- 
ported: 1. It is not expected to in- 
crease the powers of the federal 
government, and (g) it will permit 
more effective assistance to the 
states. 

About mid-April hearings on 
health legislation may begin in the 
Senate. A Subcommittee on Health 
to be headed by Senator Smith of 
New Jersey has been named by the 
Committee on Labor and Public 
Welfare. Other members are Ball of 
Minnesota, Donnell of Missouri, 
Pepper of Florida and Murray of 
Montana. The National Science 
Foundations and the Taft Health 
Bill may get early attention. 

In the House the Interstate and 





FRAMINGHAM NOTICE 


During the past few months the 
Framingham (Mass.) Union Hospi- 
tal has been advised of confusion in 
the minds of its suppliers as a result 
of its corporate name being similar 
to one other hospital operated in 
the same community. 

The Framingham Union Hospi- 
tal, incorporated in 1890, functions 
as a nonprofit organization con- 
trolled by a board of trustees, and 
is in no way connected with any 
other organization in the Framing- 
ham area. It is a policy of the hos- 
pital to take advantage of all cash 
discounts and maintain proper 
business relationships with its sup- 
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Foreign Commerce committee has 
not named a subcommittee on pub- 
lic health. The full committee has 
been acting on all legislation up to 
this time. 


New Bills 


School Health: A $12,000,000 
grant-in-aid health program foi 
school children (H.R. 1980) was 
introduced by Representative How- 
ell. Half the funds would be fully 
matched by the state and the othe: 
half would be used for pilot pro- 
grams, training and related activi- 
ties. Senator Pepper came up with 
a $100,000,000 assistance program 
in S. 720. 


Medical Aids: Senator Lodge, in 
S. 678, proposes assistance to states 
for providing medical aids such as 
x-ray services, respirators and drugs. 
They would be free to the needy 
and at a minimum cost to others. 


Security: Social security legisla- 
tion for tax-exempt organizations 
which follows the recommendations 
of the American Hospital Associa- 
tion is outlined in H.R. 2448, in- 
troduced by Representative Lynch. 
The bill would set up a special old 
age and survivors insurance pro- 
gram for employees of those groups. 
Premiums equal to 214 per cent ol 
wages would be paid to a special 
trust fund by both employer and 
employee. After December 31, 1948 
the rate would go to 3 per cent. Em- 
ployees would be granted recipro- 
city under the regular old age in- 
surance program in_ transferring 
employment to or from tax-free 
organizations. 


Anticipated 


Compulsion: From Senator Wag- 
ner’s office it was reported that the 
new Wagner-Murray-Dingell Bill 
might be ready by the end of 
March. One major revision is that 
it will delegate greater administra- 
tive authority to state and_ local 
governments. Last year’s bill was 
sharply criticized for the heavy 
powers it gave the federal govern- 
ment. 


Cancer: Senator Taft is preparing 
a cancer research bill. It proposes 
to set up a research grant program 
similar to the one now in the Pub- 
lic Health Service. 
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A New Reimbursable Cost Formula 


As a wartime measure the Emer- 
gency and Infant Care program had 
set up the framework under a new 
principle: The federal government 
paid nonfederal hospitals average 
costs for the patient care it bought. 
The new government reimbursable 
cost formula (GRC) that became 
effective April 1 continues the prin- 
ciple but improves the method for 
finding costs. 


More than a compromise, GRC 
brings improvement in 10 ways. 
Each represents one point of a 10- 
point recommendation submitted 
by the American Hospital Associa- 
tion. The recommendations origin- 
ally were drawn up by committees 
of the Council on Government Re- 
lations from criticisms made by As- 
sociation members. With full Asso- 
ciation endorsement they were sub- 
mitted to the Veterans Adminis- 
tration. For -the government, the 
Veterans Administration, Chil- 
dren’s Bureau, Office of Vocational 
Rehabilitation and the Bureau of 
the Budget ‘accepted them. 


Chief criticism of the old formula 
centered on one big point: It did 
not actually pay costs. As an emer- 
gency measure and an untested pro- 
cedure, it had been necessary to set 
some arbitrary methods for arriv- 
ing at average costs. GRC corrects 
EMIC mistakes in a new Joint Hos- 
pital Form No. 1. All hospitals will 
use this form now when billing fed- 
cral agencies or their representa- 
tives. These are the major changes 
in the accounting form: 


ACCOUNTING PERIOD — Statements 
of cost may be submitted for a six 
or 12-month period. If the shorter 
period is used once it must always 
be used. 


Types oF SERvICE—While not an 
inclusive cost item, a new section is 
added to show types of services 
that a hospital furnishes. 


ItEMs OmitreD—The 10 per cent 
extra allowance for depreciation, 
interest and other factors has been 
dropped. These factors are now fig- 
ured into costs. Since depreciation 
is included, expenditures for capi- 
tal improvements may not be in- 
cluded as expenses for the report- 
ing period. The 15 per cent differ- 
ential between private accommoda- 
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tions and ward care also has been 
dropped from the new cost formula. 

PER DieEM REIMBURSABLE CosTs— 
This is no longer based on the 
number of inpatient days in rooms 
with two or more beds, but on the 
total number of days’ care of all 
patients except newborn infants oc- 
cupying bassinets during the moth- 
ers’ hospitalization. Now to be in- 
cluded as reimbursable costs are 
these items: 

—Taxes, except income taxes and 
taxes on non-hospital facilities. 

—Pensions and annuity expenses 
for hospital employees. 

—Depreciation of buildings, fix- 
tures and equipment, if computing 
this item is an established practice 
in the hospital’s regular accounting 
system. If not, it may include an 
allowance of not more than 6 per 
cent of the total operating expense 
items included on Joint Form No. 1. 

—Payments to religious organiza- 
tions for services of members. This 
item may not exceed $75 per month 
for the fulltime service of any 
member. 

CaRE TO BE FurRNISHED—The re- 
vised definition states that care is to 
be furnished in multi-bed accom- 





FOR PERMANENT MARKING 





The House of Mercy Hospital, 
Pittsfield, Mass., has solved the 
problem of marking pharmacy bot- 
tles permanently. A vibrating etch- 
ing tool is used free hand style on 
the bottles. It is believed that this 
is one of the most permanent and 
legible marking systems devised for 
use on larger size glass bottles. 
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modations not exceeding eight beds, 
when available, and in single rooms 
when medically indicated. 


OUTPATIENT SERVICES — Hospitals 
must separate outpatient and inpa- 
tient expenses. For hospitals that 
do not have detailed records foi 
separating those costs, the deduc- 
tion for outpatient visits has been 
increased from $1.50 to $2 a visit. 
Outpatient visits also will be sub- 
divided into clinic-patient visits and 
referred-patient visits. The Veter- 
ans Administration does not pur- 
chase outpatient care under this 
contract. 


Crippled Children 


Last year the 79th Congress dou- 
bled the federal money which the 
Children’s Bureau could use for the 
care of crippled children under the 
Social Security program. The bu- 
reau reveals that children with cere- 
bral palsy and rheumatic fever will 
benefit most by the new money. 
Some delay is expected, however, 
before new participating states are 
actually ready to provide care. This 
is because of personnel and facili- 
ties shortages. 

Eight states are setting up rheu- 
matic fever programs and 17 al- 
ready caring for children with this 
disease are enlarging their pro- 
grams. A half million dollars of the 
federal appropriation is earmarked 
for this work. 

Five states are planning to bring 
children with cerebral palsy under 
care. Three states that had limited 
programs are expanding their serv- 
ices. In addition, six states are start- 
ing services for children with hear 
ing defects. 

Two cerebral palsy conferences 
have been called. On March 26, 27 
and 28 experts in the field were to 
meet with the Children’s Bureau 
to: Discuss the special needs of 
those afflicted; determine the types 
of programs which should be devel- 
oped and set standards and policies 
that should apply in the care for 
those patients. 

Sometime in May or June a na- 
tional conference on cerebral palsy 
will be called. It will be the first of 
its kind and will bring together all 
voluntary groups, state agencies and 
federal representatives to lay the 
groundwork for coordinating all 
assistance programs for cerebral 
palsy patients. 
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New Names for 


Iodine Tinctures 


Effective April 1, 1947, the following names become official in 
United States Pharmacopoeia XIII and National Formulary VIII: 


1. lodine Tincture U.S.P. XIII 


[ ‘Official in U.S.P. XII as Mild Tincture of Iodine ] 








r 
4 a. 
Germula 
Iodine fete ocr aee, ae i 
Sodium Iodide .......... tee tees 24 Gm. 
Diluted Alcohol, a sufficient quantity, 
To somite ............ 1000 cc. 
X r 





2. Strong lodine Tincture N.F. VIII 


[ Official in U.S.P. XII as Tincture of Iodine 











r 
i ae ™% 
Dermiula 
Iodine re ve BRR Ie re NeTY 70 Gm. 
' Potassium Iodide Jascaucunedeatsttinn eatuce eee ntere ....50 Gm. 
Distilled Water ......... DS criacleiounae ad iakcrs osc ee 
Alcohol, a sufficient quantity, 
To make ........ rete 1000 ce. 
\ ff 
It will be noted that there are no changes in antiseptic and germicide, Iodine continues to 
either formula and, of course, no change in serve the profession in many ways for the pre- 
effectiveness. In addition to its value as an vention, diagnosis, and treatment of disease. 






IODINE EDUCATIONAL BUREAU, INC. 
120 BROADWAY, NEW YORK 5, N. Y. 


OF SERVICE TO MEDICINE 
FOR PREVENTION - DIAGNOSIS + THERAPY 











** NURSING :- 


A Personnel Program 


A complete personnel program 
involving wage increases and stan- 
dardized personnel practices for 
nurses has been adopted by the 
Hospital Council of Western Penn- 
sylvania and recommended to its 
26 member hospitals in Allegheny 
County. This action is the first of 
its kind in the state and represents 
the joint action of the hospitals and 
professional nursing associations. 
Several local hospitals have adopted 
the program and the others are ex- 
pected to follow suit. 

Among points covered are: 

Salary: Minimums of $160a month 
for staff nurses, $180 for head 
nurses and $200 for supervisors. An 
additional $10 a month is added to 
salaries of nurses with post-gradu- 
ate or professional training in a 
nursing specialty. Another $10 is 
added for evening and night duty. 
Maintenance is valued at $50 a 
month. 

Hours: A 44-hour work week with 
one and one-half days off every 
week. One-half day off for each of 
the six major holidays for staff and 
head nurses and a full day for each 
holiday for supervisors. 

Leave: Vacations of 14 to 28 days 
depending on length of service. 
Each nurse also is allowed 14 days 
of sick leave a year. 

Other benefits: A complete free 
physical examination for each nurse 
before employment and every year 
following; a physician and nurse 
health director for each nursing 
staff; leaves of absence for advanced 
study, attendance of special meet- 
ings or observation of methods at 
other institutions. A retirement and 
pension plan is being studied now. 





Changes of League Policy 

Some changes in policies about 
the accreditation of schools have 
been announced by the board of 
directors of the National League of 
Nursing Education. The policies 
relate to the method of evaluation 
of schools and to the means by 
which costs of the program may be 
reduced and the income augmented 
through an increase in fees. The 
league’s Committee on the Admin- 
istration of the Accrediting Pro- 
gram suggested the changes, and the 
policy making or Special Commit- 
tee on Accrediting has. approved 
them. 

The scoring plan and the pattern 
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map used in the evaluation of 
schools will be discontinued as this 
method of procedure has been difh- 
cult to interpret and expensive to 
maintain. The committee will con- 
tinue to evaluate schools on the 
basis of the policies that appear in 
the published Statement of Policy 
for the Accreditation of Schools of 
Nursing. 

Mounting costs of the program 
have necessitated greater financial 
return from fees. The new policies 
provide for an increase from $35, to 
$50 in the annual fee for accredited 
school. This will become effective 
in 1948. 

The fee to be paid when the ap- 
plication is filed will be $25 instead 
of $15. For all survey services the 
fee will be $50 a day. per visitor 
rather than the former $30 figure. 
These changes will go into effect 
immediately. 


Regional Agreement 


For several months the Greater 
New York Hospital Association and 
Districts 13 and 14 of the State 
Nurse Association have been dis- 
cussing minimum personnel policies 
and practices. Last month some- 
thing definite came from these 
meetings. The hospital association 
approved two major recommenda- 
tions made by the nurses. 

It recommended that a 40-hour 
week and a basic annual inclusive 
salary of $2,400 for general staff 
duty nurses be put into effect by 
member hospitals as soon as pos- 
sible. 

It recommended cooperation with 
the private duty nurses acting as 
independent contractors, so that 
they might establish a rate of $1.25 
an hour for private duty nursing in 
member hospitals. Hospitals would 
continue their right to pass on char- 
acter, academic qualifications and 
professional fitness of the nurses 
who would serve in the hospital. 


It also recommended a contin- 
uing cooperation with the district 
nurse groups in determining poli- 
cies that affect the employment of 
nurses in voluntary hospitals of the 
Greater New York area. 


PREPAID 
-» CARE:: 








THE first issue of Blue Print, a quarterly 
digest that is prepared by the Blue Cross 
Commission, was distributed recently to the 
400 employees of a manufacturing company 
at Chicago. The copies were requested by the 
company's personnel manager who also asked 
for copies of all future issues of the book. 





Midwinter Conference 


Relationships between Blue Cross 
plans and other organizations in 
the health field will be discussed at 
the semi-annual conference of Blue 
Cross plans to be held April 21-23 
at the Hotel Schroeder, Milwaukee. 

A session on Blue Cross-hospital 
relationship will include the Ameri- 
can Hospital Association’s view- 
point presented by John H. Hayes, 
Association president. Joseph G. 
Norby, superintendent of Columbia 
Hospital, Milwaukee, will discuss 
the hospital viewpoint. Medical 
plan relationships with Blue Cross 
will be presented by Frank E. Smith, 
director of Associated Medical Care 
Plans, Inc. 

George M. Lull, general manager 
of the American Medical Associa- 
tion, and George Bugbee, Associa- 
tion executive director, are sched- 
uled to discuss the road ahead for 
prepaid health plans at the confer- 
ence. Also included on the program 
are panel discussions on organiza- 
tional and management problems 
of Blue Cross. 








t 


A NEW BLUE CROSS MERGER 


Merger of the Danville (IIl.) Blue Cross plan and the Chicago Blue Cross Plan 
for Hospital Care was announced on March 15. John C. Gage, former executive 
director of the Danville plan, will be district manager. 

The Chicago plan and the Central Illinois Hospital Service Association, Peoria, 
merged in January. E. P. Lichty is director of the Chicago plan. 
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NY PRINTED TABLECLOTHS AND NAPKINS 



















A scene from the 
Howard Lindsay and 
Russel Crouse Pulitzer 

Prize comedy, ‘State 
of the Union,” with 
Ralph Bellamy, Myron 

McCormick, Kay Francis 

and Minor Watson, 


a another scintillating | Many top hospitals throughout the 
star in the scene above... the Country are using brightly colored 
Baker tray covers and napkins to 


Baker printed napery which adds a : 
add a cheerful note to their food serv- 


touch of authenticity to the stage 5. They help to perk up patients’ 


setting. appetites and spirits. 








Baker printed table cloths and napkins are no more expensive than white and 
they launder just as easily. They are printed in one, two or more colors in our 
plant from designs created by our art staff for your particular needs. Write 
for details. 


H.Ww.BAKER LINEN Co. 


arp 1892 
Oldest and largest organization of its kind in the U. S. 


315-317 Church St., New York 13, N. Y. 


and ten other cities 
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First Telecast From the Surgery 


Until last February 27, the num- 
ber of persons who might watch a 
surgeon at work was sharply lim- 
ited, usually to those who could 
be seated in a small gallery. Seated 
thus, they were some distance from 
the operating table, watching from 
an angle and through a pane of 
glass. 

For a special occasion the audi- 
ence might be enlarged a little by 
rigging up a series of mirrors, but 
in such an arrangement the observ- 
ers were even more remote, and the 
view was unavoidably artificial. 

On February 27, several dozen 
doctors and students were distrib- 
uted through three partially filled 
classrooms at Johns Hopkins Hos- 
pital. From these seats they watched 
a surgeon at work on one of the 
most dramatic operations—the Bla- 
lock Taussig for pulmonic stenosis, 
or the so-called “blue baby opera- 
tion.” They were seeing the first 
televised operation in the United 
States. 

By watching a small screen in 
each room, these observers had a 
much closer view than any gallery 
ever afforded. The images that 
moved before them were being 
recorded at a point only 40 inches 
above the field of operation. A 
microphone was suspended above 
the table. The surgeon’s comments 
as he proceeded were heard as clear- 
ly in the receiving rooms as in the 
operating room. 


The images were astonishing in 
their clarity. Knots could be seen 
sliding down the fine ligatures. Re- 
moval of the outer coat of the sev- 
ered subclavian artery could. be 
seen plainly. Likewise the thrill of 
blood from systemic artery through 
pulmonary artery when opening of 
the passageway was completed. 

The Occasion: The Johns Hop- 
kins Medical and Surgical Associa- 
tion was to have a two-day reunion 
at the hospital, and there would not 
be enough gallery seats. Dr. Fred- 
eric M. Reese of the visiting staff 
considered the mirrors device, but 
had a better idea. He wrote to the 
Radio Corporation of America and 
asked about the possibility of using 
television. The corporation was in- 
terested. Dr. Reese and Dr. I. 
Ridgeway Trimble then proposed 
the experiment to Dr. Edwin L. 
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Crosby, director of Johns Hopkins, 
and arrangements were promptly 
made. 

Equipment: Dr. Crosby assigned 
hospital engineers to the construc- 
tion of a mounting so that a tele- 
vision camera.could be attached to 
the operating room light. The cor- 
poration sent a team of seven engi- 
neers directed by Richard Cooper, 
who installed two cameras, one 


above the table and one in the gal- 





NBC photos 


iery. A gowning room nearby was 
converted to a control room. 

Cameras were focused before the 
anesthetized patient was wheeled 
in. Both cameras were in constant 
operation, flashing images to mon- 
itor screens in the control room. En- 
gineers there determined whether 
to send the closeup or long-range 
image over a closed circuit to the 
receiving rooms. Ten standard 
commercial receiving sets were used, 
with eight of the screens measuring 
7 by 7 inches, two measuring 15 
by 20. Clarity was greater on the 
small screen. Images from the close- 
up camera were more satisfactory 
and were televised at all times, ex- 
cept rarely when the closeup view 
was spoiled by the surgeon’s move- 
ments. 

Appraisal: Originally planned as 
a two-day experiment, the program 
was extended to three. Baltimore 
hospital officials were invited to 
witness a televised operation on 
March 1. Altogether several hun- 
dred people saw the machinery in 
action, and more could have been 
accommodated. Altogether five op- 
erations were performed before the 
camera—three for pulmonic steno- 
sis, a lumbar sympathectomy and 
one for patent ductus arteriosus. 

A comparison with moving pic- 
tures was inevitable. It was pointed 
out that movies could be made in 
color and could be shown again 
and again. It was also argued that 
television would permit graduates 
and students to see a whole series 
of operations, and that something is 
added by having the witnesses fig- 
uratively alongside the surgeon at 
work, hearing his comments as he 
makes them. 

All agreed that images in color 
will be essential if television is to 
reach its greatest utility as a sur- 
gical teaching aid. This was made 
plain during the experiment at 
Hopkins. In comment during one 
of the “blue baby operations,” Dr. 
William P. Longmire noted a defi- 
nite and immediate improvement 
in the patient’s color as the blood 
supply to the lungs suddenly in- 
creased. This was not visible on the 
black and white screens. 

Occasional interesting details 


THE camera was suspended 4!/. feet above 
the operating field (top left). Set before the 
experiment started, its operation was auto- 
matic. A special mounting was used (left) 
to hang the camera from the light fixture. 
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‘The Most Economical Quality Meat 
You Can Serve’”’... 


This claim has been made for some 
time by users of the new meat-type turkeys 
which are proving so popular in almost 
every kind of eating establishment: 
restaurants, hotels, clubs, dining cars, 
lunch counters, drive-in stands, hospitals, 
school cafeterias. Now the claim is even 
more significant. As this is written, large 
tom meat-type turkeys are lower in price 
than at any time in years, while quantity 


and quality are better. 


Many institutions are taking full ad- 
vantage of this situation by creating at- 


tractive turkey dishes in great variety, and 
by featuring turkey every day in the year. 


No longer is the popularity of turkey 
limited to the Thanksgiving and Christ- 
mas season, nor to traditional roast turkey. 
One large Chicago restaurant serves tur- 
key in 33 different and delightful ways. . . 
to utilize the complete bird and to keep 
its patrons coming back for more. A large 
New York hotel reports the use of more 
than one million pounds of turkey an- 
nually. Many users have increased their 
use of turkey several fold since the begin- 
ing of the war. And yet turkey is still an 
uncommon meat... comparatively speak- 
ing. Total consumption is less than three 
per cent of the meat total. 














Thousands of pounds of 


turkey are served over 
Woolworth’s lunch counters 
daily. Here is a Woolworth 


customer being served a hot 





turkey dinner 


NATIONAL TURKEY 
FEDERATION 


MT. MORRIS, ILL. 
























It has hundreds of re- : Please send me now free copies of ye Why 1 

- d ti key Costs Less to Serve,’ and reserve for me copy o 
ing reg . ne i TURKEY HANDBOOK for schools, hotels, restaur- i 
ee no ants, hospitals and other institutional users — FREE. I 

pare and serve turkey to q : 
please your patrons and | Name of firm. | 
increase your profits. a y 2 ii I 
fo” Y - Mo City_ a ieu _State | 
<2 i 7 é j 
. el - Signed by ' 
sy ” 

WRITE FOR FREE “TURKEY HANDBOOK — — 2 ee ee! 
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were not clear on the receiving 
screens because the depth of field 
had increased—a case of poor 
camera focus. Dr. Trimble, who 
performed the televised sympathec- 
tomy, said this was inevitable with 
makeshift equipment. A permanent 
installation would require align- 
ment of operating light and camera, 
thus permitting movement of the 
camera as needed by a shifting 
depth of field. 

Portent: With all deficiencies 
noted, it was agreed that the ex- 
periment was highly successful. 

Said Dr. Crosby: “Physical lim- 
itations of amphitheaters sharply 
restrict the visibility of the operat- 
ing field. Television brought the 
operating field within the critical 
sight of large numbers of doctors 
and_ students. Our experience, 
though very brief, indicates that 
television may be extremely valu- 
able in this type of teaching.” 

Said Dr. Trimble: “No definite 
plans have been made to install 
such equipment in the new surgical 
building to be started this year’ at 
Hopkins, but we shall consider very 
seriously the possible advantages of 
television. These first tests were of 
an experimental nature, but they 
do seem to point out a possible 
pathway to improved _ surgical 
teaching.” 


Health Agency Coordination 


New York City has taken another 
step to coordinate its health ac- 
tivities. The latest move was an- 
nounced in March by Dr. I. Ogden 
Woodruff, president of the Health 
Council of Greater New York. A 
special committee has been named 
to develop, in cooperation with the 
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A GROUP of surgeons are able to follow operating room procedure from a nearby room where the television receiver has been set up. 


city’s official health agencies, a mas- 
ter plan to assure maximum service 
by all voluntary health agencies. 
The Health Counci! lists 34 mem- 
ber agencies. 

The committee will study each 
agency’s present and proposed pro- 
grams and plan with them their 
study of needs in various health 
fields that they represent. 


Dr. Woodruff says that it will be 
necessary to meet a growing de- 
mand for health service and educa- 
tion with modern thinking and 
modern weapons. The council has 
received many requests from mem- 
ber agencies for assistance in needed 
studies and for the development of 
special health demonstrations and 
projects. — 

Dr. Howard Reid Craig, director 
of the New York Academy of Medi- 
cine and Bailey B. Burritt, presi- 
dent of the New York Tubercu- 
losis and Health Association, were 
named co-chairmen of the special 
committee. Dr. Thomas D. Dublin, 
professor of preventive medicine 
and community health at Long 
Island College of Medicine, is asso- 
ciate chairman. 


A Bone Bank 


A bone bank has been established 
at the George F. Geisinger Memo- 
rial Hospital, Danville, Pa. The 
first of its kind in the United States, 
it keeps bones indefinitely in a deep 
freeze unit. 

The principle value of the bank, 
according to Dr. Leonard F. Bush, 
head of the hospital’s orthopedic 
department, is that it eliminates 
the delay of having to perform 
simultaneous operations on a bone 
donor and a recipient. 


Search by F.B.I. 


Back in Hitler-controlled Ger- 
many, Arnulf Krulla was following 
the footsteps of his physician father. 
When the war came he soon found 
himself in the German Army, even- 
tually a sergeant in its medical 
corps. Then one day he wound up 
as a prisoner of war at Fort Devens, 
Mass. 

On or about June 4, 1945, Krulla 
found his prisoner-of-war fare too 
distasteful—or American democracy 
too inviting. Whatever the reason, 
he made an exit. 

It is thought that Krulla, perhaps 
with a new name and some changes 
in appearance, might be employed 
unknowingly by some voluntary or 
proprietary hospital or some small 
clinic. Krulla has a medical back- 
ground and some experience as an 
x-ray technician. Hospital employ- 
ment might therefore provide an 
ideal occupation for him. 

Cooperation in locating Arnulf 
Krulla has been requested of hospi- 
tals by the FBI. Any person having 
information concerning him is re- 
quested to notify the local law en- 
forcement officials or J. Edgar 
Hoover, director of the FBI, U. S. 
Department of Justice, Washing- 
ton, D. C. 

This is Arnulf Krulla’s descrip- 
tion: Age 26, born April 25, 1920; 
heigh? 5/7”; weight, 150 pounds; 
eyes, brown; hair, brown; complex- 
ion, ruddy; race, white; education, 
three years of college; civilian occu- 
pation, medical student; languages, 
English, French, Italian and Ger- 
man; marital status, single; scars 
and marks, two moles on left cheek 
and one mole in left center of back. 
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Comemivnce Plus Sn The Surgery, 


THE HAGIE T-STACK ON THE MAY@ INSTRUMENT RACK 
SAVES TIME-SAVES SPACE*SIMPLIFIES SELECTION 





HAGIE T-STACK ... 


Stack your artery forceps by type and size on the instrument table—save the 
surgeon’s time—make forceps selection faster, easier and more convenient with 
the Hagie T-Stack! Sterilized with the instruments, and set up simply by 
dropping the pins in the holes of the heavy base, the Hagie T-Stack holds 
twelve or more forceps of any standard size. It brings orderly, convenient 
arrangement of artery forceps to the instrument and supply tables—and it’s a : 
space- and time-saving organizer for your storage cabinets, too. 





GO-1115 Hagie T-Stack, complete with two sets of stainless pins—now at the 1 
new reduced price—each, $3.50. : 


MAYO RACK... 


TT-324 The 13 x 19 inch porcelain enameled tray is adjustable in height from 
30 to 52 inches. The heavy cast base has two casters. Gleaming white enamel 
finish. Each, (less in quantities) $16.65. 


PROMPT SHIPMENT 


V. MUELLER & COMPANY 


Everything For Surgery—Since 1895 
408 So. Honore St. Chicago 12, Illinois 

















CAPITAL 


AY treamlined — Noiseless 


CURTAIN CUBICLES 








fo)’ meaehies The initial cost of Capital Cubicles is the 


lowest in the market. There are no maintenance costs to 






consider! 


a ese ee Any mechanic can _ install 


Capital Cubicles. They are delivered complete, each 





cubicle and curtain numbered... with plan sheet and 






detailed instructions. If desired, we will make instollations 
at nominal cost. 


ST bheAiare a eld ewe Capital Cubicle’s 


patented features prevent hooks from catching or jam- 








ming, and assure quick, quiet and dependable operation. 


4 aa : 
CURTAIN HOOKS. | 4 Ties 2 MODERN DESIGN: i icl - 
spreate vecia _ Capital Cubicles are smartly stream 


TRACK—CANNOT BE anal ae lined in appearance. Cast brass and 14 gauge metal 
REMOVED OR LOST 







parts are chromium plated to U. S. Navy Specifications. 






* - . The curtains, non-transparent and sanforized, are avail- 


able in white and restful, fast.colors; substantia! rust- 










proof eyelets will not pull out or stain the cloth. 


% CAPITAL CUBICLE CO., INC. 


WRITE FOR ILLUSTRATED FOLDER K-3, include rough sketch of rooms, indicating bed 213—25th ST., BROOKLYN 32, N. Y. 
oositions. We will submit plans, specifications and cost. No obligation, of course! TEL. SOUTH 8-9365 + AGENTS IN PRINCIPAL CITIES 
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A Disaster Taken in Stride 


The February 20 explosion in a 
Los Angeles electroplating plant 
gave the California Hospital (Ritz 
E. Heerman, superintendent) its 
first opportunity to try out a 
thoroughgoing plan for handling a 
disaster that had been set up as a 
war measure five years earlier. The 
report on this experience is made 
by George E. Peale, assistant super- 
intendent. 

Warning: The explosion about 
9:30 a.m. was distinctly heard and 
felt at the hospital several miles dis- 
tant. With this unmistakable notice 
of disaster, the hospital was able to 
get a prompt start in preparing to 
care for the casualties. It was ready 
even before the explosion’s source 
and the extent of damage were 
known. 

Staff physicians telephoned the 
hospital, to report in, almost before 
the explosion echo had died away. 
Departments were alerted quietly 
and without disturbance to pa- 
tients. 


DAMAGE done by the explosion was con- 
fined chiefly to a single block where the force 
of the blast wrecked homes (left). The more 
than 200 injured and dead were removed 
from the wreckage with the help (below) of 
police, firemen, Marines and onlookers who 
searched through the rubble. (Acme photos) 








Action: ‘The surgery department 
postponed all scheduled non-emerg- 
ency cases and all but one operat- 
ing room was cleared by 10 o’clock. 
Surgical teams were standing by 
before any patients arrived. By 
10:15 all operating rooms were in 
emergency use. 

The disaster plan calls for all 
surgical teams to be organized ac- 
cording to anticipated injuries. By 
the time patients began to arrive, 
in addition to general surgery, the 
following specialties were covered: 
Neurology, urology, orthopedics, 
eye, ear, nose and throat. 

The admitting department 
checked for patients who might be 
evacuated to their homes to make 
room if necessary. This would en- 
able an evacuation committee of 
staff physicians to begin function- 
ing without delay. Housekeeping 
department maids and porters were 
assigned to the Physical Property 
Committee, promptly clearing the 
hospital auditorium and setting up 
24 regular hospital beds. 

The laundry department rushed 
linen to the auditorium where at- 
tendants from the nursing depart- 
ment and other employees were on 
hand to make the beds. Residents 
and interns reported to the operat- 
ing rooms and to the auditorium. 

The nursing department assigned 
both off-duty and on-duty person- 
nel to the operating rooms and 
auditorium without disrupting care 
of the regular hospital patients. 
Central service and pharmacy sent 
emergency supplies and medica- 
tions to operating rooms and the 
auditorium. Emergency treatment 
tables in the auditorium were set 
up. 
The laboratory was put on a 
stand-by alert to supply whole 
blood and plasma from the blood 
bank. The x-ray department sent 
a technician and portable x-ray 
unit to the auditorium. A tele- 
phone operation was stationed just 
outside the auditorium door. The 
physician in charge stationed him- 
self at the ambulance entrance, 
ready to classify and direct patients. 

Meantime, the Los Angeles 
Georgia Street Emergency Receiv- 
ing Hospital had telephoned to re- 
quest aid in caring for casualties. 
The California Hospital was able 
to report itself prepared to accept 
patients immediately. 

The medical records department 
put into use some information and 
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... the fragrance of flowers . . . the kind remem- 
brances of friends .. . a soft gentle tissue like a 
Debs HANKEE. Made trom the finest all white 
Cellulose by a special process, HANKEES are 
soft and absorbent, yet possess extra strength. 
Their distinctive dispenser box releases just one 
double tissue at a time for greater convenience 
and economy. Next time try Debs HANKEES—a 
quality product you, too, will appreciate. 
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Alexian Brothers 


OVERHEAD FRAME 
No. 335 
Makes Any Bed a Fracture Bed 


Made of sturdy, non-rotatable steel tub- 
ing. The arms may be adjusted from 
either side—abduction of leg or arm, or 
both are easily obtained. Wide abduction 
may be had at foot of bed for arm or leg 
traction, Buck’s extension, Russell trac- 
tion or Hodgen’s suspension. Pulleys 
may be moved in and out to allow varied 
angle of traction and suspension. 


Write for Literature 


DePUY MFG. CO. 
WARSAW, INDIANA 


50 Years of Service to the Hospitals 
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treatment forms, specifically de- 
signed for such an emergency. With 
help from the business office, medi- 
cal record employees recorded the 
necessary information on each pa- 
tient treated and compiled informa- 
tion for release to city authorities, 
the press and the radio. Patients 
were tagged on arrival. Treatments 
were noted on this tag and on forms 
contained in an envelope attached 
to the patient. 

Social Service: One patient, whose 
home had been destroyed, arrived 
without clothing. The American 
Red Cross chapter was notified, and 
it sent a social worker to assist the 
hospital’s social worker. The two 
were able to arrange care for all 
patients who could be released. 
The Red Cross provided shelter, 
clothing and food for those whose 
homes had been destroyed. This 
speeded the release of patients who 
needed only treatment for minor 
injuries. 

A number of doctors, nurses and 
other employees had served in the 
armed forces, and this was a factor 
in producing a smooth operation. 

The Load: The hospital was called 
on to treat 26 patients, and many 
others could have been cared for if 
necessary. Eight were admitted as 
inpatients, and two of these died 
within a few hours. Both had been 
inside the building and had in- 
curred, variously, ruptures of the 
lungs, spleen and kidneys, as well 
as fractures. Two patients were 
critically and four seriously injured. 
Treatment for shock, lacerations 
and bruises were required for most 
of those less seriously injured. 

Oversight: As in many untested 
plans, one weakness was disclosed. 
No provision had been made on 
the patient’s information record as 
to whether he was working at the 
time of injury and his employer’s 
name. This is essential, of course, 
to comply with state compensation 
insurance laws. 

“The outstanding fact,” says Mr. 
Peale, “is that a plan for coping 
with disaster existed and that all 
hands knew their responsibilities so 
they were able to carry out all as- 
signments efficiently.” 


Correction 


Charles A. Lindquist, superin- 
tendent of Sherman Hospital, El- 
gin, Ill., was incorrectly identified 
in the March issue where he was 
listed as a resident of Joliet. 
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Pilot Study for Blood Donor Plan 


The Red Cross blood donor pro- 
gram, successful during the war, 
now will be tested to see if it can 
be continued in New York City as 
a peacetime operation. The Red 
Cross and the Medical Society of 
the County of New York have 
agreed that, as a starter, five munic- 
ipal hospitals will be supplied 
with blood. One hospital in each 
borough in Brooklyn and Manhat- 
tan will be selected. If the trial 
plan works it then may be extended 
to include other hospitals. 


As a first step, the Red Cross will 
build up a_ list of prospective 
donors. Bleeding centers then will 
be set up in Brooklyn and Manhat- 
tan. 


Promoters of the plan think that 
civilians may be reluctant to donate 
blood now. To offset the antici- 
pated apathy, donor credit cards 
will be offered to each person con- 
tributing. The card will entitle the 
donor or any member of his family 
to an equal amount of blood if re- 
quered for medical purposes at 
some later time. The card will be 
valid for a period of one year after 
the blood is given. 

The Red Cross does not permit 
cash payment to donors. The credit 





THE SMITHSONIAN EXHIBIT 





STORAGE of blood plasma is shown in one 
picture in the series of 96 that will make 
up the new Smithsonian Institution exhibit 
of hospital care in the United States. It 
is sponsored by the Association and honors 
the memory of Dr. Sigismund S. Goldwater. 





card is an acceptable substitute. 
Red Cross policy also requires 
that patients get blood without 
cost. This offers no problem in the 
city hospitals which are primarily 
charitable institutions. 


Community Chest Figures 


The most recent figures in the 
1947 Community Chest campaigns 
show a total of $137,390,579 raised 
with 554 chests reporting out of a 
total of 870. This amount repre- 
sents 96.5 per cent of the aggre- 
gate goal for the cities reporting. 
Amounts raised for local purposes 
for 1947 averages 116.6 per cent of 
the amounts raised for the same 
purposes last year. 


To Measure Oxygen 


A machine for measuring the 
amount of oxygen in the blood is 
being used at the Mary Fletcher 
Hospital, Burlington, Vt. Devel- 
oped during the war, the machine 
determines the total amount of 
blood flow and the amount of 
oxygen being carried by the blood. 

The machine is about the size of 
a wrist watch and is attached to 
the ear of the patient. It contains 
a double photo-electric cell which 
receives two beams of light through 
the ear. 


It is being used in the instruc- 
tion of medical students at the hos- 
pital and in special types of oper- 
ations, especially thoracic surgery. 
The new machine is reported to 
have been used at the University 
of Minnesota in polio treatment for 
the first time last summer, partic- 
ularly for patients who lacked 
oxygen because of breathing difh- 
culties. 


Denver Arrest 


William B. Pierce, wanted for al- 
leged larceny, fraudulent conver- 
sion and forgery at the Philadel- 
phia General Hospital, was appre- 
hended at Denver late in February. 
He is known to have worked in 
large hospitals in major cities and 
has operated cardiograph equip- 
ment, done bookkeeping and has 
qualifications to fill almost any po- 
sition in the hospital. When ar- 
rested he was violating a parole. 
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You can be sure that no baby mix-up 
will occur in your experience, if you 
seal an attractive necklace or brace- 
let of Deknatel Name-On-Beads on 
baby when it is born. The beads, car- 





rying the baby's surname indestructi- 
bly, are sanitary, inexpensive and a 
fine American product. J. A. Deknate! 


& Son, Queens Village 8, (L. 1.) N. Y. 


Photo Courtesy ' e a ve FI 
Brooklyn Hospital { = * : 
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PLAN NOW TO ATTEND 


THE THIRD AMERICAN CONGRESS 
ON OBSTETRICS AND GYNECOLOGY 


St. Louis Municipal Auditorium Sept. 8-12, 1947 
Fred L. Adair, M. D., Chairman 


The professional groups represented include: 


MEDICAL NURSING AND INSTITUTIONAL 
PUBLIC HEALTH ADMINISTRATIVE 
General practitioners Nurses Hospital 
Specialists Administrators Out-patient 
Medical educators Nursing educators Educational 


Public health nurses 





Send $5.00 Advance Registration Fee to 
24 West Ohio Street, Chicago 10, Illinois 
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Fewer Controls on Building 


One by one the orders that have 
controlled production and distribu- 
tion of materials essential to the 
Veterans Emergency Housing pro- 
gram are being dropped. This hap- 
pens as the construction industry, 
with increasing frequency, meets or 
exceeds production goals. The gov- 
ernment’s program which places a 
$50,000,000 a week limitation on 
non-residential construction is still 
in effect but there are indications 
that this might be on its way out. 


Frank R. Creedon, national hous- 
ing expediter, has stated that the 
limitation program will be lifted 
before the end of the year. Congress 


may hasten the job by failing to 
supply funds to carry it beyond 
June go or some other specific date. 

The number of applications for 
nonhousing construction permits 
submitted to the Facilities Review 
Committee in Washington has been 
dropping off. It was stated that this 
could be the result of three factors: 
Postponing construction because of 
high prices; waiting for the end of 
the authorization program; reduc- 
ing building programs to less than 
$1,000,000 so that they can be 
passed on by local committees. 

In the four weeks ending March 6 
these hospital projects were ap- 


proved by the Facilities Review 
Committee: 

Public Buildings Administration, 
Washington, D. C.—five-story build- 
ing housing laundry, warehouse 
and shops for St. Elizabeth’s hos- 
pital, $1,650,000. 

Brooklyn Jewish Home for Aged, 
Brooklyn, N. Y.—limited construc- 
tion on 100-bed convalescent hos- 
pital, $232,000. 

Pearson Osteopathic Hospital, 
Erie, Pa., addition, $33,000. 

St. Vincent’s Hospital, New York 
—new hospital will be part of the 
Al Smith memorial. This has been 
stripped of critical materials and 
reduced to bed producing project, 
$1,569,900. 





AREA MAP OF APPROVED HOSPITAL ARCHITECTS 











ST ee | 








Sixty-three architects now are listed in the Association’s roster 
of approved hospital architects. Approved architects are located 
primarily in metropolitan areas east of the Mississippi. 
indicate location and number of approved architects by cities.) 


Dr. A. W. Snoke, chairman of the Hospital Architect’s Quali- 


(Dots 


Data sheets submitted by nearly goo architects with hospital 
experience indicate that at least 200 have the basic prequalifi- 
cations for application. Of 140 in this group not yet approved, 
about 100 are located outside major metropolitan areas. 


These figures and a brief sampling of experience data show 





fications Committee, reports that efforts are being made to 
secure a greater number of applications from the Great Plains 
and Pacific Northwest sections. 





that at least 50 architects from areas not now well represented 
can be added to the roster if they will comply with application 
procedure. 
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A Room at the 1947 Convention? 


A dependable sign of spring is 
the first published reminder that 
fall will bring another American 
Hospital Association Convention; 
that those who expect to attend 
should be thinking about room 
reservations. 


The 49th convention will open 
September 22 in St. Louis, a return 
engagement after five years. Meet- 
ings will be held in the Kiel Me- 
morial Auditorium, which is known 
for its fine meeting halls and restau- 
rant facilities and for its capacity 
to accommodate all exhibits on one 
floor. Headquarters hotels will be 
the Jefferson and the Statler, with 
House of Delegates meetings and 
banquets at the former. Blue Cross 
meetings will take place at the 
Statler. 


Housing: While hotels remain 
crowded, the St. Louis Convention 
and Publicity Bureau sends assur- 
ance that the housing will be ade- 
quate. There will be a shortage of 
both suites and single rooms, which 
suggests some doubling up as at 
Philadelphia last year. ° 

Rooms will be assigned directly 
by a housing bureau at Association 
headquarters. Requests for room 
reservations addressed to individual 
hotels will be referred directly to 
this bureau. The right procedure: 
Address requests to the Convention 
Housing Bureau, American Hospi- 
tal Association, Chicago 10. The 
bureau will return a printed form 
authorizing the hotel selected to 
assign a room to the applicant, with 
arrival and departure dates to be 
fixed after transportation has been 
arranged. Reservation requests re- 
ceived before April 15 will be held 
for assignment after that date. 


Schedule: By the time program 
meetings start on Monday, Sep- 
tember 22, the Board of Trustees 
will have held its first meeting on 
the previous Saturday and the 
House of Delegates its first on Sun- 
day. The annual banquet is sched- 
uled for Thursday, September 25, 
closing the convention. The Blue 
Cross Commission meets first at 
noon September 20. 


_ Exhibits: Floor plans and invita- 
tions to commercial exhibitors will 
be sent from Association headquar- 
ters by April 15. The exhibit con- 
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tractor, as in years past, will be 
Joseph V. Friel of the Reber-Friel 
Company, 117 S. 17th Street, Phila- 
delphia. Non-exhibiting dealers and 
manufacturers will be admitted to 
the convention floor only from noon 
to 6 p.m. on Thursday. 

Requests for scientific exhibit 
space should be addressed to Wil- 
liam G. Simmons, secretary of the 
Council on Association Relations 
at the Chicago headquarters office. 


Other meetings: American College 
of Hospital Administrators, with 
headquarters at the Jefferson: Board 
of Regents meeting September 20, 
convocation and banquet next day. 

American Protestant Hospital As- 
sociation, with headquarters at the 
Jefferson: Meetings Friday (Sep- 
tember 19) and Saturday: Banquet 
Saturday night. 

American Association of Nurse 
Anesthetists, with headquarters at 
the DeSoto: Meetings September 
20 with directors of schools of anes- 
thesiology: regular meetings start 
September 22. 

Missing: Absent this year will be 
the American Association of Med- 
ical Record Librarians, which is 
meeting September 8-12 in New 
York City with the American Col- 
lege of Surgeons. 
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Board of Trustees 

A request that the American Hos- 
pital Association approve plans of 
the American Red Cross for a na- 
tional blood bank program was con- 
sidered by the Board of Trustees 
meeting in Chicago February 21-22. 
The Board voted: 

“To express to the American Red 
Cross approval of the interest of 
that organization in advancing and 
extending the supply of blood and 
its derivatives in order that these 
may be available to the people of 
the country in meeting national 
needs. The Board of Trustees will 
be pleased to consider the details 
of such a program when submitted 
by the American Red Cross. In the 
meantime the Board urges that in 
formulating the program, the Amer- 
ican Red Cross encourage local par- 
ticipation of those interested in 
these aims, and that the national 
program be formulated taking into 
consideration local resources avail- 
able in meeting the overall prob- 
lem.” (See editorial, this issue of 
HospPIirTAts). 

@ The Council on Administrative 
Practice had sent up through the 
Coordinating Committee a_ pro- 
posed hospital trustee program 
which would include the launch- 
ing of a new publication. The 
Board voted to approve this pro- 
gram in principle and requested 





KIEL AUDITORIUM is located conveniently near the Association's convention headquarters. 
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that.a sample of the proposed pub- 
lication be submitted for inspection 
at the June Board meeting. 

q After exploring the possibility of 
collaborating with other organiza- 
tions in a nurse recruitment cam- 
paign, the Council on Professional 
Practice had requested the Board 
to approve a campaign to be direct- 
ed by the Association. The Board 
approved, appropriated $10,000 to 


initiate Campaign activities, placed 
responsibility for all funds with its 
own Finance Committee and gave 
to the Nurse Recruitment Commit- 
tee power to act. 

@ The Council on Professional Prac- 
tice received approval of its own 
action recommending “that each 
state hospital association. carefully 
review all laws relating to the l- 
censing of those, other than grad- 
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uate nurses, who nurse for hire, in 
view of the possibility that restric 
tive legislation at this time might 
be unenforcible and a_handica) 
to hospitals in their efforts to 
furnish adequate patient care.” 

@ On request from the Council on 
Government Relations, the Board 
voted to “encourage state hospita! 
associations to develop hospital li 
censing legislation and support en- 
actment in their respective states 
as a means of improving hospital 
care.” 

@ Four actions were taken with re- 
spect to the Blue Cross Commission 
and Blue Cross plans. The Board 
approved in principle the commis- 
sion’s reorganization plan. (See Feb- 
ruary HosPiraLs, page 106.) 

It approved as Type IV members 
the Wyoming Hospital Service, 
Cheyenne; the Memphis Hospital 
Service Association, and the South 
Carolina Hospital Service Plan, 
Greenville. 

It asked the commission to sub- 
mit information on the method of 
electing board members in the case 
of these three plans, those plans 
reapproved for 1947 and all future 
applicants. 

It voted to approve all Blue Cross 
plans for 1947. 

The Board also: 

APPROVED a standard insurance 
report form as requested by the 
Council on Administrative Prac- 
tice. 

APPROVED on request of the Coun- 
cil on Hospital Planning and Plant 
Operation publication in booklet 
form of “Report on Air Steriliza- 
tion and Air Conditioning.” 

Votep that the American Hospi- 
tal Association take out member- 
ship in the American Management 
Association and on the National 
Industrial Conference Board, Inc. 


Life Membership Cards 


‘ A permanent card for personal 
life members of the Association has 
been prepared and was to be mailed 
late in March. The card is silver 
and is enclosed in a blue plastic 
laminated case. It was to be sent to 
the 265 persons who hold life mem- 
bership. 

Anyone who has been a personal 
member for 25 years becomes eligi- 
ble for life membership and is re- 
lieved of further payment of dues. 
Honorary life membership also is 
granted to outstanding persons. 
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MILLS 


Individual 
Technique 
Bassinet 


Permits complete individ- 
ual care. Heavy duty 
white enamel, steel con- 
struction, standard size 
with 


partments for all neces- 


shelves and com- 


sary supplies. Improved 


square tubing bassinet. 


HA-643 





MAILLS HOSPITAL SUPPLY CO. 


6626 N. WESTERN AVENUE 





Complete with basket 
and casters. Each... 







$34.50 


CHICAGO 45, ILLINOIS 
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X-RAY PROTECTION 
METHODS & DEVICES 


PROOF LEAD _ IN- 
PARTITION 


RAY 
ro) OP OF.4 0} B) 
133 O16) .¢s) 


OPERATORS’ WINDOWS 
RAY PROOF GLASS 
RAY PROOF FURRING FILM PASS BOXES 


RAY PROOF VENEER 
PANELS 


X-RAY PROTECTIVE 
SCREENS 

LEAD LATH LIGHT PROOF SHADES 

LEAD COVERED NAILS AND FRAMES 


PREPARED PLASTER RAY PROOF LOUVERS 


LEAD LINED DOORS 


LIGHT PROOF LOUVERS 





Manufacturers of materials and products for 
X-Ray Protection and Light Proof Shades 


* 
Write for details and descriptive folder 


RAY PROOF CORPORATION 
330 E. 26th Street New York 10, N. Y. 


Agents in principal cities 
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exceed many times the cost of 
this invaluable service. Ample 
supplies permit a continuance 
of ‘this desirable practice. 








Your dealer can supply you 








10-34 44th Drive Long Island City 1, N. Y. 

















- + ORGANIZATIONS - - 


-EDUCATION - 





The Tri-State Assembly Program 


A program that will include three 
general assemblies and g1 sectional 
meetings is being planned for the 
seventeenth annual Tri-State Hos- 
pital Assembly to be held May 5-7 
at the Palmer House, Chicago. 
Other program events will include 
a trustee institute that will meet 
daily, a forum, an “Information, 
Please” session and the annual ban- 
quet. 

Subjects to be covered at the gen- 
eral meetings are: Adjusting hospi- 
tal service to medical progress, de- 
veloping management techniques 
and controls, and the long view in 
hospital planning. How hospitals 
can help to achieve the objectives 
of preventive medicine will be dis- 
cussed by Dr. Joseph C. Doane, 
medical director of the Jewish Hos- 
pital, Philadelphia, at the banquet. 
John H. Hayes, Association presi- 
dent, will speak at the forum. 


Thirty classifications of hospital 
personnel will participate in the 
special sections. About 60 organiza- 
tions will be represented at the 
meetings, according to Dr. Malcolm 
T. MacEachern, associate director 
of the American College of Sur- 
geons and general chairman of the 
assembly. 

Hospitals in Illinois, Indiana, 
Michigan and Wisconsin hold mem- 
bership in the Tri-State organiza- 
tion. 


Wisconsin 


The state survey and enabling 
legislation occupied an important 
place on the program of the Wis- 
consin Hospital Association that 
met February 20 at Milwaukee. 
Also discussed at the one-day ses- 
sion were medical staff problems, 
the care of contagious diseases in 
general hospitals, the pension pro- 
gram and methods for establishing 
hospital rates. 

Joseph G. Norby, superintendent 
of Columbia Hospital, Milwaukee, 
was installed as president. Officers 
elected were: President-elect, Esther 
C. Klingmann, R.N., superintend- 
ent of Theda Clark Memorial Hos- 
pital, Neenah; vice presidents, 
Omer Maphis, Kenosha Hospital, 
and Sister M. Pulcheria, St. Joseph’s 
Hospital, Milwaukee; secretary, N. 
E. Hanshus, manager of Luther 


Hospital, Eau Claire; treasurer, 
Merton E. Knisely, superintendent 
of St. Luke’s Hospital, Milwaukee. 


Lowell Council Formation 


A constitution and by-laws were 
adopted by the Lowell (Mass.) Hos- 
pital Council when the group held 
its first annual meeting recently. 
The council was organized inform- 
ally in April 1946 for the purpose 
of discussion and solution of prob- 
lems common to the three Lowell 
hospitals. 

Since its inception the council 
has acted on patient rates and nurse 
salary schedules. It now is attempt- 
ing to find a solution to the ques- 
tion of adequate reimbursement by 
the Public Welfare Department of 
city cases received by the hospitals. 

Each hospital has four represent- 
atives at council meetings. Eligible 
to attend are the administrator, as- 
sistant administrator or general 
office manager, director of nurses 
and a member of the board of trus- 
tees. Meetings will be held quar- 
terly. 


Officers elected at the first meet- 
ing are: President, Paul J. Spencer, 
director of Lowell General Hospi- 
tal; vice president, Sister Angelica 
Howell, R.N., administrator of St. 
Johns Hospital; secretary-treasurer, 
Sister Mary Maxime, pharmacist at 
St. Joseph’s Hospital. The Rev. 
Donald A. McGowan, director of 
hospitals for the Archdiocese of 
Boston has been named counsel. 


Maryland-District of Columbia 


The annual spring conference of 
the Maryland-District of Columbia 
Hospital Association will be held 
May 23-24 at the Wicomico Hotel, 
Salisbury, Md. 

Tentative plans for the confer- 
ence include a general luncheon, 
general afternoon session, with a 
possible six speakers; meeting for 
hospital trustees only and a dinner 
on the first day. The second day’s 
activities will include a_ general 
morning session and a luncheon for 
the board of trustees and coordi- 
nating committee. 

Brady J. Dayton, administrator 
of the Peninsula General Hospital, 
Salisbury, is chairman of the pro- 
gram committee. 











DR. JACOBSEN, lowa professor 


New College Course 


A program in hospital adminis- 
tration that differs from the estab- 
lished university courses was for- 
mally opened February 1 at the 
State University of Iowa. It is di- 
rected by Dean Carlyle Jacobsen of 
the Graduate College and Gerhard 
Hartman, Ph.D., superintendent of 
University Hospitals and professor 
of hospital administration. 


This is the first course to offer a 
year of administrative residency and 
the first to offer both a master’s and 
doctor’s degree in “‘science in hos- 
pital administration.” 


Requirements: Acceptable candi- 
dates will be those who have dem- 
onstrated unusual achievement in 
hospital work, also graduates of the 
academic portion of courses in hos- 
pital administration at the Univer- 
sity of Chicago, Northwestern Uni- 
versity, Columbia University, Wash- 
ington University in St. Louis and 
the University of Minnesota. 


Academic: Candidates entering as 
interns will be enrolled in the Grad- 
uate College, taking courses accord- 
ing to individual need. Some will 
receive degrees from the University 
of Iowa. Others will be completing 
internship requirements for courses 
in other universities. Because in- 
ternship training is still in an ex- 
perimental stage, length and con- 
tent of this program are flexible. 


In-Service: The in-service train- 
ing portion will vary and may in- 
clude (1) working with the admin- 
istrator and in the departments, (2) 
working on assigned projects, (3) 
attending hospital conferences and 
meetings, (4) attending periodic de- 
partment head conferences. 
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HEMATEST 
Simple °- Rapid - Dependable 


Hematest offers a new, convenient tablet method for 
detection of occult blood in feces, urine and other 
body fluids—no additional equipment needed. 


Simple Technic: 


(1) Place one drop of specimen solution or suspension, on 
a piece of filter paper. 


(2) Set a Hematest tablet in center of moist area and 
allow 2 drops of water to trickle down from top of tablet 
to paper. 


Presence of blood shown by color reaction on paper. 


Write for complete information. Hematest is sup- 
plied in bottles of 60 tablets with filter paper. 


AMES COMPANY, Inc. 


ELKHART, INDIANA 
























No. 1025 Bassi- 
nette with Cab- 
inet base. 

Height incl. 
Atlasite casters, 
38 in.; width, 
16!/ in.; length, 
31 in. Three 
compartment 
cabinet, full 





















width and 
length within 
frame, II in. 


high. Basket is 
| in. above 
frame; can be 
tilted either 
way with safety. 
Rust-resistant 
treated, fin- 
ished in Hard 
Baked Enamel 
in white or any 
plain color. 

a a, 
Visit the Hall 


the Association FRANK A. HALL & SONS 


of Western Hos- ” j igid’”’ j 

pitals scone: Makers of ‘'Lastingly Rigid on Beds 
tion, Sea e, H owrooms 
Washington, So 200 Madison Ave. 
May 12 to 15, jaxter “ot. (Entrance on 35th St.) 


1947 New York 13, N. Y. New York 16, N. Y. 




















You Are Cordially Invited 
TO RECEIVE DON NEWS 


Get the facts about your every day needs in modern food service 
equipment and food preparation supplies. Everything to keep an 
inviting, attractive, wholesome appearance—to speed up all 
tasks and to serve appetizing dishes in a manner that whets the 
appetite. Sparkling, clean glassware, dishes, cutlery. 


The tempting tray is a boon in the sick room. The exacting 
care of the dietician in food selection and preparation is worthy 
of Service that induces appetite . . . another step in building 
patients’ morale. Edward Don & Company carries a full line of 
kitchen equipment, kitchen utensils, chinaware, glassware, sil- 
verware, paper goods, and all accessories essential in the work 
of food preparation. 


Among 50,000 items sold by DON are hundreds of needs for 
sick room, rest room, reception room, guest room, dining room, 
kitchen, lavatory, bathroom, and all other departments of the 
hospital. Depend on DON for all maintenance and upkeep items 
... janitorial and sanitary supplies. 

Write to DON anytime outlining your needs. Let us help you 
plan to fill them with least possible waiting, and with the most 
prompt and courteous service always. Spend a few extra moments 
with your DON salesman the next time he calls. In Ghicago, 
phone Calumet 1300. Tear out this advertisement and send for 
your free copy of the DON NEWS. 


EDWARD ote) | & COMPANY 


2201 S. La Salle Street Dept. 7. Chicago 16, Ill. 
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HOSPITAL SHEETINGS 


OF UNSURPASSED 
QUALITY 


The words “Made by Hodg- 
man” do more than identify 
the manufacturer of HORCO 
Hospital Sheetings. They de- 
note an enduring reputation 
for dependability which guar- 
antees the excellence of all 
Hodgman Products. In 
HORCO Sheetings, quality 
and skill have brought to a 
high degree superior features of protection against rough 
treatment for long periods . . . . comfort that allows free 
movement and action .... durability to resist the wear and 
tear of much handling and cleaning . . . . economy that 
results from longer and better service. 



























HORCO Sheetings are produced to meet the most rigid 
hospital requirements. Where qual- 
ity is a prime consideration, they 
are overwhélmingly preferred by 
many hospitals throughout the 
country. Ask your jobber. 


HODGMAN RUBBER CO. 


FRAMINGHAM, MASS. 
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Statement for Congress 


Voluntary hospitals had not fig- 
ured in the discussion when impor- 
tant federal labor legislation was 
developed. They had no profits; 
within the law their employees were 
poor prospects for union organizers. 
But it had been shown sometimes 
that well-wishing was no substitute 
for good law, nor would it protect 


a hospital in the event of a strike. 
For that reason John H. Hayes, as 
president of the American Hospital 
Association, last month laid the 
facts before the congressional com- 
mittees studying labor legislation. 

The testimony was short (1,700 
words), dramatic, and to the point. 
The problem: 

“Section 2 of the National Labor 
Relations Act expressly exempts the 
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John Smith’s Hospital 


cae Fe os 


John Smith—and his friends and relatives in Cambridge 
and Guernsey County, Ohio—have just financed the 
Guernsey Memorial Hospital in the biggest fundraising 
campaign in the community’s history. 
Few thought that the goal of $350,000 could be attained. 
But John and his public spirited and generous fellow 


citizens raised over $392,000! 


No gift was over $15,000. Most of the money was con- 
tributed by persons of moderate means who made a real 
sacrifice to support their new hospital. 

In its over-the-top editorial, the Cambridge “Jeffersonian” 
concluded that “‘the drive served to emphasize the import- 
ance of engaging persons who make a business of cam- 
paigning to direct any extensive money-raising effort.” 

Ketchum, Inc. directed this successful hospital campaign. 


KETCHUM, INCORPORATED 


INSTITUTIONAL FINANCE 


CAMPAIGN DIRECTION 


CHAMBER OF COMMERCE BUILDING, PITTSBURGH 19, Pa. 
500 FIFTH AVENUE, NEW YORK, N.Y. 


Carton G. KetcHuM 
President 

McCLean Work 

Vice President 


Norman MacLeop 
Executive Vice President 


Frank L. Scort, Jr. 
Vice President 


Member American Association of Fund Raising Counsel 


fe cia chin os cia cn co ce hn cn ie oo ch hn lo Fe he dnp ch dl ol oo i oh 


120 





United States, or any state or politi- 
cal subdivision . . . from its juris. 
diction. But nonprofit hospitals are 
not specifically exempt... . 

“The failure . . . to specifically 
exempt hospitals has made hospi- 
tals vulnerable to attacks by profes- 
sional labor organizers who en- 
deavor to enforce the familiar pat- 
tern of industrial strife which is 
found in the profit-making indus- 
tries. In such cases hospital admin- 
istrators and boards of trustees are 
at a disadvantage because nonprofit 
organizations have no profits with 
which to bargain. Sickness cannot 
be bargained with, nor should treat- 
ment and care of the sick and in- 
jured be permitted to be adversely 
affected by labor strife. . +.” 

It was pointed out that 11 states 
have state labor relations acts, and 
in five of these court decisions or 
other rulings exempt hospitals. 

Mr. Hayes asked for a clarifica- 
tion of the law because of the grow- 
ing aggressiveness of labor organi- 
zations and the uncertainty of the 
federal law “to guarantee that the 
citizens of the nation will not be 
threatened at any time by an inter- 
ruption of hospital services which 
may jeopardize the lives of the sick 
and helpless in voluntary hospitals.” 

He proposed doing this by defin- 
ing: “employer” to exclude non- 
profit hospitals; “employee” to ex- 
clude nonprofit hospital employees; 
or “commerce” to exclude enter- 
prises not for private gain. 


Nurses’ Position 


The nurse groups, too, gave their 
views on labor. Katharine J. Dens- 
ford, president of the American 
Nurses’ Association, told the Senate 
Labor and Public Welfare Com- 
mittee that professional employees 
should not be grouped with non- 
professional employees in units for 
collective bargaining. She said that 
the nurses, like other professional 
employees, are in a minority in in- 
dustries subject to the National 
Labor Relations Act, and therefore 
outnumbered and outvoted by the 
non-professionals. 

She asked that nurses and other 
professional employees be given the 
right to choose their own bargain- 
ing agent. She also requested that 
the proposed term, “professional 
employee,” be defined specifically 
to include the graduate registered 
professional nurse. 


HOSPITALS 





